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OPTIC  NEURITIS:1  BASAL  MENINGITIS  AN  OCCA- 
SIONAL SEQUENCE  OF  MEASLES. 


BY  D.  COGGIN,  M.D.,  SALEM,  MASS. 


You  are  asked  this  evening  to  briefly  consider  a  subject  that 
can  hardly  be  thought  to  savor  too  strongly  of  a  specialty.  Of 
the  four  cases  to  be  described,  three  presented  symptoms, 
more  or  less  pronounced,  of  localized  meningitis  occurring  af- 
ter measles.  It  is  a  matter  of  keen  regret  that  the  clinical  his- 
tory is  so  unsatisfactory.  Being  derived  wholly  from  the 
friends  of  the  patients,  it  is  naturally  deficient  in  the  valuable 
data  that  the  attending  physician  only  could  give. 

Case  I. — Double  Optic  Neuritis,  Ending  in  Recovery  of 

Vision. 

May  9,  1882.  Nelly  S.,  ait.  9  years,  a  healthy 
child,  three  days  previously  returned  from  school  at 
night,  saying  she  could  not  see;  headache.  An  older 
sister  says  the  child  sits  as  if  dazed,  disinclined  to 
talk;    sleeps    much;    no   action    of  bowels    for    four  days. 

•Read  before  the  Essex  Southern  District  Medical  Society,  January  7,  1890. 
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Recognized  a  thumb  from  finger  across  the  office.  Looked 
down  constantly,  so  examination  was  difficult.  Pupil  dilated; 
no  strabismus;  a  color-blindness  noticed  at  home;  a  marked 
double  optic  neuritis;  no  haemorrhages.  Ordered  laxatives 
and  potass,  iod.  (i.  daily).  Sixteen  days  later  color-sense  bet- 
ter; saw  large  letters  (4/l-\);  cedema  of  discs  about  gone;  retinal 
vessels  tortuous;  pupils  smaller  but  inactive. 

June  8.  Read  large  type  (Sn.  1.75);  has  slept  so  soundly 
nights  as  to  make  it  far  from  easy  to  awaken  her;  inclined  to 
play  out  of  doors;  good  appetite  and  bowels  no  longer  consti- 
pated. Optic  discs  indicated  atrophy,  so  strychnine  was  pre- 
scribed. Improvement  in  sight  soon  followed,  and  after  six 
weeks  it  was  half  of  normal,  and  in  September,  four  months 
after  the  neuritis,  she  read  the  finest  print  (Sn.  .50  and  '  Vi), 
when  all  treatment  was  discontinued. 

In  September,  1889,  vision  was  absolutely  normal. 

In  this  case,  the  mother  of  the  child  being  dead,  it  was  dif- 
ficult to  say  whether  measles  had  preceded  the  brain-trouble 
some  years  before.  But  the  symptoms  indicated  that  the  dou- 
ble neuritis  had  a  cerebral  origin,  and  most  likely  it  was  due 
to  a  basal  meningitis.  It  was  most  gratifying,  after  the  lapse 
of  seven  years,  to  find  the  sight  had  become  perfect,  fur  it  is 
well  known  that  atrophy  of  the  optic  nerve  is  a  frequent  sequel 
of  a  preceding  inflammation. 

Case  II. — Atrophy  of  Both  Optic  Nerves  Following 

Measles. 

September  6,  1887.  Helen  L.,  ait.  4  years  (favor  of  Dr. 
Geo.  H.  Pillsbury,  of  Lowell);  nervous  prostration  in  the  pre- 
ceding spring,  terminating  in  measles;  high  fever,  but  without 
delirium;  sixth  nerve  paralyzed,  so  the  right  cornea  converged 
so  far  as  to  be  "out  of  sight."  Her  attending  physician  said 
"she  had  effusion  of  the  brain;"  co-existing  darkness,  but  it 
disappeared;  child  complained  then  and  since  that  objects 
seemed  dark. 

At  time  of  examination  there  was  a  convergent  squint  of  2 
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mm.  of  the  right  eye.  Counted  fingers  held  ne?r  her  face 
(0.20);  marked  atrophy  of  optic  nerves.  Prognosis  unfavora- 
ble. Strychnine  and  the  galvanic  current  were  ordered. 

In  August,  1889,  vision  had  improved  slightly  (*/LX  and  she 
barely  read  capital  letters  of  Sn.  2  at  O.io).  Normal  action  of 
right  externus.  Health  excellent  and  is  anxious  to  attend 
school. 

Case  III.    Double  Optic  Neuritis:  Subsequent  Atrophy. 

January  21,  1889.  Edith  E.,  act.  5  years;  a  robust  child;  no 
family  history  of  either  syphilis  or  tuberculosis;  measles  last 
month,  but  slightly  ill,  no  delirium,  and  played  around  as  usual. 
Sixteen  days  ago  it  was  noticed  that  the  right  eye  "turned  in." 
Child  had  been  in  bed  two  weeks.  Disinclined  to  play, 
drowsy  by  day  and  restless  by  night.  No  pain  referred  to 
head;  has  vomited  once  or  twice;  urinates  once  during  the 
night;  quantity  passed  daily  apparently  normal.  Result  of 
analysis  negative.  Bowels  constipated;  prickling  sensation  in 
eyes;  pupils  dilated  and  inactive;  counts  fingers  best  with  right 
eye  on  looking  down;  child  fretful  and  inclined  to  sit  in  moth- 
er's arms  with  eyes  closed,  so  the  mirror  was  not  readily  used. 

However,  the  appearance  of  the  fundus  of  both  eyes  was 
striking,  consisting  of  an  intense  neuro-retinitis,  the  papillae 
being  much  swollen  and  hiding  the  retinal  vessels,  and  with 
numerous  haemorrhages,  especially  in  the  right  retina. 

The  picture  resembled  closely  what  is  seen  in  nephritic-ret- 
initis,  but  in  the  absence  of  albuminuria  it  seemed  to  be  due 
to  a  cerebral  growth,  though  no  headache  had  been  complained 
of.  Sod.  iod.  (1.0  daily)  was  prescribed  with  laxatives.  No 
change  having  occurred  after  twenty  days,  save  the  child 
"seemed  brighter  and  more  like  herself  than  for  two  months," 
the  parents  were  advised  to  consult  Dr.  J.  J.  Putnam. 

In  a  note,  dated  February  14,  Dr.  Putnam  ascribes  the  neu- 
ritis to  meningitis  following  measles,  and  he  kindly  re- 
called the  cases  reported  by  Dr.  O.  F.  Wadsworth,  in  the 
Bost.  Med.  and  Surg.  Jour.,  December  30,  1880.  He  advised 
ncreased  doses  of  the  iodide;  the  prognosis  "very  bad." 
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In  April,  the  oedema  had  gone,  as  well  as  the  haemorrhages. 
Discs  pale  and  retinal  vessels  fine;  fundus  of  both  eyes 
studded  with  glistening  dots  singly  and  in  groups;  child  less 
irritable,  plays  in  open  air  all  the  day,  sleeps  well,  and  bowels 
act  regularly ;  pupils  contract  in  sunlight.  Strychnia  was  sub- 
stituted for  the  sodic  iodide,  and,  later,  the  primary  current  was 
used.  In  August,  when  last  seen,  the  ophthalmoscopic  appear- 
ance was  unchanged.  Vision  amounted  to  the  counting  of  fin- 
gers, the  recognition  of  a  key,  pencil,  etc.,  at  ten  centimetres. 
Examination  of  color- sense  futile. 

Case  IV. — Retro-Ocular  Neuritis  (?)  Terminating 
Favorably. 

April  10,  1889.  Miss  V.,  ast.  14  years  (referred  by  Dr.  Ed- 
ward Xeuhall,  of  Lynn);  is  tall  for  her  age,  having  grown  rap- 
idly of  late.  Measles  five  weeks  previously;  was  stupid,  but 
not  delirious;  went  home  from  school,  feeling  dizzy  and  com- 
plained of  pain  in  her  head;  vomited  several  times;  pupils  di- 
lated after  the  second  week;  "green  and  red  blindness"  was 
noticed;  pulse  40  at  one  time,  but  it  rose  in  frequency  under 
treatment;  catamenia  had  appeared  six  months  before  and 
were  present  when  illness  began;  retention  of  urine,  so  a 
catheter  w2as  employed;  was  nervous  and  querulous,  less  so 
now;  unable  to  read  the  largest  test-letters  (5/LS  Sn.)  at  five 
metres;  no  glass  helped  vision.  Several  tests  for  malingering 
were  used,  but  the  loss  of  sight  was  found  to  be  real.  Pupils 
still  dilated;  no  history  of  strabismus-  The  ophthalmoscope  re- 
vealed normal  discs;  visual  field  not  affected;  not  much  dread 
of  light.  A  lotion  of  muriate  of  pilocarpine  was  ordered,  and 
iodide  of  soda  internally. 

May  31.  Vision  materially  better;  pupils  act  (dilate  to 
8  mm.  and  contract  to  5  mm.).  Pilocarpine  last  used  four 
days  ago.  Not  "come  round"  yet. 

October  19,  sight  nearly  normal;  right  eye,  — 5  v,  and  left 
good;  left, 5  xu.  Atrophy  of  outer  half  of  right  optic  disc;  is  feel- 
ing well  and  has  resumed  the  use  of  her  eyes.  The  gain  in  sight 
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is  worthy  of  note,  though,  so  far  it  is  less  marked  than  in  the 
case  first  cited. 

About  two  months  ago  (since  these  notes  were  collected)  a 
child,  ast.  2  years,  was  brought  to  me  because  of  poor  sight 
since  attack  of  measles.  It  held  its  toys  close  to  its  eyes,  and 
evidently  saw  indistinctly  across  the  room.  Being  restless,  it 
was  not  possible  to  use  the  ophthalmoscope,  so  no  diagnosis 
was  then  made,  but  it  was  deferred  to  a  later  season. 

In  the  first  case  measles  cannot  be  considered  as  a  factor  in 
bringing  on  the  optic  neuritis,  but  the  marked  neuro -retinitis 
of  the  second  case  and  the  optic  nerve  atrophy  of  the  third — 
which  was  doubtless  consecutive  to  an  optic  neuritis — and  the 
probable  double  neuritis  behind  the  eyeball  of  the  last  case, 
all  point  to  the  presence  of  measles  as  the  possible  primary 
cause  of  the  loss  of  sight.  It  is  well  known  that  the  elevated 
temperature  that  characterizes  the  stage  of  invasion  of  measles 
is  often  accompanied  by  delirium,  and  occasionally  by  convul- 
sions, so  that  it  is  somewhat  remarkable  that  authors  of  books 
on  practice  so  infrequently  refer  to  any  cerebral  complication. 

One  noticeable  exception  should  be  made,  however,  for 
nearly  a  quarter  of  a  century  ago  the  lamented  master,  under 
whose  teaching  some  of  those  present  were  permitted  to  sit — 
the  late  Austin  Flint — in  the  first  edition  of  his  "Practice,"  re- 
ferred to  tubercular  meningitis  as  occurring  in  a  certain  pro- 
portion of  cases  after  recovery  from  rubeola.  Oculists  and 
neurologists  abroad  (and  Wadsworth  and  Leszynsky1  in  this 
country)  have  written  upon  the  subject  and  have  reported  cases. 

The  lesion  is  supposed  to  be  a  circumscribed,  basal  menin- 
gitis, and  non-tubercular,  though  rarely  tubercular  deposits  are 
present.  It  is  a  curious  fact  that  the  eyes  may  present  the 
changes  incident  to  a  severe  neuritis,  and  yet  with  no  percep- 
tible impairment  of  sight.  Again,  the  vision  may  amount  to 
only  a  perception  of  light. 

In  cases  like  the  above,  the  physician  who  uses  the  ophthal- 
moscope has  the  great  advantage  in  not  groping   blindly  in 

>N.  V.  Medical  Record,  April  27,  1889. 
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search  of  a  diagnosis;  on  the  contrary,  he  is  able  to  testify  as 
to  what  he  has  seen.  Not  wholly  relying  on  the  ordinary  signs 
of  brain  disturbance,  pain,  drowsiness,  paralysis  of  cranial 
nerves  and  the  like,  by  merely  looking  within  the  eyes  he  is 
frequently  enabled  to  give  an  opinion  as  to  the  trouble  with  a 
precision  that  is  calculated  to  excite  the  envy  of  his  less  fa- 
vored professional  confreres.  Measles,  like  the  poor,  we  have 
always  with  us.  Considering  the  number  of  cases  seen  yearly 
by  practitioners,  it  would  seem  as  if  meningeal  complications, 
though  occurring  only  infrequently,  must  occasionally  be  ob- 
served. The  subject  is  one  of  interest,  for,  to  some,  the  mea- 
gre number  of  cases  so  far  reported  may  not  be  wholly  con- 
clusive, for  to  their  minds  a  dozen  coincidences  may  not  sat- 
isfactorily establish  a  theory.  (V.  Gowers,  Medical  Oph- 
thalmoscopy, second  edition,  p.  242). 

In  what  way  measles  and  other  exanthemata  sometimes  ter- 
minate in  meningitis,  the  author  is  unable  to  explain. 

The  desirability  of  making  a  post-mortem  examination  in 
these  cases  cannot  be  too  strongly  emphasized,  if  we  would 
throw  more  light  on  this  very  interesting,  yet  unsettled,  ques- 
tion. 

One  point,  though  not  relating  to  measles,  deserves  a  word 
of  remark. 

Till  the  present  time,  the  pressure  of  double  optic  neuritis, 
with  intense  headache,  has  ordinarily  been  supposed  to  indi- 
cate the  existence  of  an  intra-cranial  tumor.  For  example,  a 
dozen  years  ago  the  relatives  of  a  man  thus  affected  were  in- 
formed, on  high  authority,  that  he  could  not  live  two  years. 
But  aside  from  his  blindness,  owing  to  the  resulting  optic 
nerve  atrophy,  he  is  in  health  to-day.  If  a  neoplasm  ever  was 
present,  it  no  longer  causes  the  cerebral  disturbance  that  was 
an  early  and  prominent  symptom  of  his  trouble,  and  one  which 
would,  perhaps,  now  be  ascribed  to  a  localized  meningitis. 

The  following  brief  history  of  an  analogous  case  illustrates 
what  one  may  learn  from  a  diagnosis  according  to  routine. 

Last  April,  J.  R.,  aet.  35  years,  a  married  man  of  correct 
habits,  sought  advise  because  of  indistinct  sight  with  occa- 
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sional  double  sight  of  about  a  month's  duration  (s/XTm  right, 
5/vm  left,  field  normal;  good  color  sense). 

A  year  before  he  received  a  blow  on  the  right  side  of  his 
head,  and  he  said  the  same  side  of  his  body  was  afterwards 
paralyzed  for  a  few  hours.  His  health  was  not  apparently  im- 
paired subsequently,  though  he  had  noticed  morning  nausea 
for  some  weeks,  and  he  had  been  obliged  to  urinate  during 
the  night  oftener  than  formerly.  He  had  pronounced  double 
optic  neuritis;  no  haemorrhages.  Urine  examined  by  Dr.  F.  S. 
Atwood;  sp.  g.  1028;  no  albumen  or  casts;  some  granular 
matter  and  mucous.  Iodide  of  soda,  1  gram  a  day,  was  or- 
dered. 

He  soon  returned,  complaining  of  severe  frontal  pain  with 
vertigo;  great  staggering  on  walking;  fair  patella  reflex. 

By  July  the  vision  had  so  fallen  off  that  fingers  only  could 
be  counted  when  held  close  to  his  eyes. 

In  the  pretty  confident  belief  that  a  tumor  must  be  present, 
he  was  referred  to  Dr.  J.  P.  Putnam,  who  felt  inclined  to  as- 
cribe the  neuritis  to  the  blow  of  the  preceding  year.  He 
thought  it  probable  that  a  haemorthage  had  involved  the  crura 
cerebri  and  the  optic  tracts,  and  advised  largely-increased 
doses  of  the  iodide  and  association  with  a  small  daily  amount 
of  mercury.  He  was  seen  later  by  Drs.  Walton  and  Cheney 
at  the  M.  S.  Hospital. 

In  October  the  headache  and  vertigo  had  quite  passed 
away  and  with  it  the  remaining  eye-sight. 

When  last  examined,  the  swelling  around  the  discs  had  dis- 
appeared, leaving  marked  atrophy  of  both  nerves,  and  with- 
out any  trace  of  light-perception. 


MEDICAL  NOTES. 


BY  H.  CULBERTSON,  M.D.,    ZANESVILLE,  OHIO. 


Pterygium. 

The  cause  of  this  lesion,  so  far  as  I  know,  is  obscure. 
It  is  probable  there  are  several  factors  active  in  producing 
this  affection.  In  many  of  my  cases  a  marginal  corneal 
ulcer  has  been  the  cause.  Trachoma  is  a  cause.  The 
inflammation  from  the  presence  of  gunpowder  at  the  corneal 
border  may  induce  it,  and  other  foreign  particles  also.  Car- 
unculitis  may  induce  it  from  whatever  cause  excited.  The  lo- 
cation of  this  "wing,"  as  all  know,  is  generally  on  the  nasal 
side  of  the  cornea,  and  its  situation  on  the  temporal  side  is 
comparatively  rare,  and  it  is  still  less  often  seen  above,  and  so 
far  as  my  own  observation  is  concerned,  I  do  not  remember  to 
have  seen  a  case  below  the  cornea.  It  is  not  improbable  that 
a  greater  quantum  of  blood  circulates  at  the  inner  canthus,  in 
the  region  of  the  lacus  lachrymalis,  in  the  caruncle,  from  the 
free  vascular  anastomoses  between  the  nasal,  palpebral,  angu- 
lar and  supraorbital  (branches)  arteries,  than  is  found  at  the 
external  canthus  and  its  vicinity.  It  is  possible  too  that  there 
is  less  support  from  the  eyelids  at  the  inner,  than  at  the  outer 
angle  of  the  eye.  This  favors  hyperaemia  at  the  inner  angle. 
The  eye  is  being  cleansed  from  the  outer  to  the  inner  angle  by 
the  lachrymal  secretion,  and  hence  free  foreign  bodies  are  de- 
posited at  the  inner  angle,  often  inducing  irritation  and  inflam- 
mation at  this  point.  If  the  tears  are  decomposed  this  may 
be  a  factor  in  inducing  pterygium. 

It  is  not  improbable  that  the  great  duty  imposed  upon  the 
internal  rectus  muscles,  as  stated  by  Dr.  Theobald,  is  a  factor. 
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But  from  whatever  cause  induced  this  affection  is  somewhat 
difficult  to  cure.  For  a  number  of  years  I  have  thought  that 
the  great  objects  are  to  induce  a  firm  marginal  corneal  and 
non-vascular  scar,  which  acts  as  a  barrier  against  the  return  of 
the  disease  (as  we  seek  to  place  healthy  skin  between  the  di- 
vided cicatrix  from  burns),  and  also  to  promote  contraction 
and  diminution  in  the  pterygium  itself  in  cases  where  it  is  not 
abscised.  Suppuration  favors  ultimately  the  wasting  of  the 
"wing"  when  not  removed.  I  do  not  remember  of  having  se- 
cured a  union  by  first  intention  of  the  conjunctiva  at  the  apex 
of  the  triangle  after  elevation  of  the  pterygium. 

I  have  done  all  the  operations  that  can  be  done  for  this  affec- 
tion, and  now  prefer  to  do  the  following  procedure.  The  eye 
under  cocaine,  the  apex  of  the  wing  is  firmly  seized  with  rat- 
toothed  forceps,  and  torn  off  or  clipped  close  to  the  cornea. 
The  flap  is  then  drawn  toward  its  base  and  cut  with  scissors 
back  to  its  base.  Nothing  is  done  with  the  bed  of  the  ptery- 
gium, nor  with  the  "wing;"  it  is  simply  left  lying  free  in  the 
bed  made  by  the  operation.  It  is  now  shrunken,  because  its 
basic  circulation  has  been  cut  off  in  the  operation.  Soon 
some  inflammation  follows  in  the  "wing,"  leading  on  ultimately 
to  further  wasting  and  diminution  in  the  size  of  its  vessels. 
No  suturing  of  the  conjunctiva  is  employed,  as  the  wound 
does  not  unite  primarily,  at  least  generally,  and  the  bed  of  the 
wound  is  left  open  and  the  now  retracted  wing  layed  in  it. 
Soon  the  flap  unites  along  its  sides,  and  the  scar  of  cornea 
and  apex  of  flap  heals. 

After  the  operation  the  following  collyrium  is  used  three  or 
four  times  daily  to  diminish  the  caliber  of  bloodvessels  and  size 
of  flap,  viz.: 

Cupri  sulph.,  -----  gr.  '/2. 
Cocaine  muriate,  -  gr.  iij. 

Aqua  borac,  gj, 
Filt.    S.    3  or  4  drops  in  eye  t.  d. 

The  object  is  to  keep  down  reaction  and  to  avoid  caustics. 
Use  is  made  of  a  io  grain  solution  of  boric  acid,  to  the  ounce  of 
water,  as  a  disinfectant.    I  have  long  since  ceased  to  abscise  a 
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pterygium,  finding-  this  course  too  often  leads  to  a  new  growth 
and  to  the  contraction  of  this  toward  the  corneal  margin,  and 
advancing  the  caruncle  toward  the  cornea  and  limiting  the  ex- 
cursion of  the  eyeball,  and  which  wing  becomes  more  fleshy 
tha  1  before  the  operation.  The  purpose  is  to  make  as  small  a 
wound  as  possible  and  diminish  the  irritation  to  the  lowest 
point.  A  scar  remains  at  the  margin  of  the  cornea,  which  gen- 
erally persists  as  a  guard  against  the  return  of  the  affection, 
save  in  the  lightest  forms  of  pterygium. 

Mercurial  Prophylaxis. 

Numerous  operators  have  availed  themselves  of  the  exhibi- 
tion of  mercury  to  prevent  inflammation  following  upon  surgi- 
cal operations. 

Occasionally  this  plan  has  been  of  advantage  to  me,  as  in 
the  case  briefly  cited. 

Ten  years  ago,  having  extracted  a  cataract  for  a  gentleman 
of  plethoric  habit,  whose  face  and  neck  were  continually 
flushed,  and  who  had  a  short  neck  and  injected  conjunctiva,  I 
did  not  expect  trouble,  as  the  operation  was  normal  in  every 
respect.  However  in  three  days  plastic  iritis  came  up,  which 
was  relieved  without  mercury,  leaving  a  closed  pupil  adherent 
to  remains  of  capsule.  Some  weeks  after,  when  the  eye  was 
free  from  irritation,  I  made  a  central  transverse  pupil  through 
capsule  and  iris,  with  a  very  small  iris  scissors,  and  through 
which  the  patient  saw  well.  But  iritis  again  recurred,  was 
cured  by  treatment  without  mercury  and  the  pupil  again 
closed.  Waiting  several  weeks  until  the  eye  was  free  from  ir- 
ritation, I  employed  mercurial  inunctions  freely  for  twenty- 
four  hours  before  operating,  when  I  opened  the  cornea  with  a 
broad,  spear-pointed  and  flat  knife  at  its  lower  border,  and  di- 
viding with  the  scissors,  the  iris  and  remains  of  the  capsule,  in 
the  coloboma,  from  the  iridectomy,  as  high  up  as  it  was  closed. 
The  inunctions  were  continued  until  the  gums  were  touched 
at  the  end  of  three  days,  and  I  had  the  satisfaction  of  being  re- 
lieved of  my  bete  noire,  and  sending  my  sixty-year  old  patient 
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home  in  two  weeks,  seeing  so  well  that  he  could  "shoot  a 
squirrel  from  the  top  of  the  highest  trees  as  well  as  he  ever 
did"  with  this  eye. 

Mercury  in  Chronic  Choroiditis  and  Retinitis. 

Not  infrequently  I  have  found  this  agent  useful  not  only  in  the 
more  active  stages,  but  also  in  later  periods  of  these  diseases.  As 
we  cannot  determine  just  how  much  the  retinal  textures  are  his- 
tologically involved  by  plastic  effusions  from  the  inflammation, 
owing  ty  the  transparency  of  the  retina,  I  have  frequently  im- 
proved vision  by  guarded  courses  of  mercurial  inunction,  fol- 
lowed later  with  the  bichloride  of  mercury  by  mouth,  and  con- 
tinued possibly  one  or  two  months. 

Several  years  ago,  an  old  and  public  man,  set.  70  years, 
called  me  in  as  consultant,  who  was  suffering  with  a  dis- 
eased and  worthless  eyeball,  and  with  sympathetic  inflamma- 
tion of  the  fellow  eye. 

The  indications  were  to  remove  the  former  by  enucleation, 
but  on  careful  consideration  I  determined  that  the  man  was 
too  feeble  to  undergo  the  operation,  and  gave  morphine  and 
chloral,  and  stimulants  and  quinia  in  sustaining  doses,  and 
used  mercurial  inunctions  to  improve  the  condition  of  the  fel- 
low eye.  The  result  was  that  the  vision  of  the  eye  was  re- 
stored, and  the  worthless  eye  became  atrophied  and  quiescent, 
and  the  patient  slowly  recovered. 

Another  case.  I  removed  a  pasty  cataract  from  a  lady,  aet. 
50  years.  The  operation  was  smooth  and  done  under  Panas 
fluid,  and  the  chambers  were  washed  out  with  boiled  boric  acid 
solution,  filtered  and  used  warm.  I  did  Galezowski's  opera- 
tion, and  the  pupil  contracted  well  after  using  a  weak  eserine 
solution,  '/•-■  gr-  to  Sj.  She  saw  well  immediately  after  the 
operation.  Next  day  there  was  iritis  which,  in  spite  of  treat- 
ment, disinfectants,  etc.,  became  panophthalmitis,  and  even 
the  cellular  tissue  of  the  orbit  became  involved.  In  six  days 
I  was  compelled  to  remove  the  eyeball.  The  bleeding  from 
the  orbit  was  so  free  that  I  plugged  Tenon's  capsule    with  a 
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narrow  strip  of  muslin,  saturated  with  pure  undiluted  Liq.  fer- 
ri  persulphat.  This  arrested  the  bleeding,  and  in  three  days 
the  strip  became  detached  and  was  drawn  out  of  the  open  cap- 
sule. Disinfectants  were  used  freely.  Quinine,  tr.  iron,  stim- 
ulants, and  from  the  day  of  the  removal  of  the  eyeball  mercurial 
inunctions  were  used,  and  on  the  third  day  the  gums  were 
touched,  when  the  inunctions  were  discontinued.  The  patient 
recovered  promptly,  and  the  orbital  cavity  did  not  suppurate 
outside  of  the  capsule  of  Tenon.  She  stated  to  me  that  her 
physician  at  home  had  told  her  that  she  was  subject  to  erysip- 
elas of  the  head  and  face.  But  her  eye  inflammation  was  not 
erysipelatous.  From  the  time  she  came  under  the  influence 
of  the  mercury  there  was  a  decided  improvement  observed. 

Again,  if  on  enucleating  an  eyeball,  I  find  the  fellow  eye 
sympathetically  involved,  I  use  morphine  and  chloral  inter- 
nally, keeping  the  patient  steadily  under  their  influence,  and 
use  mercurial  inunctions  for  a  few  days,  and  often  follow  with 
Hydr.  bichloride  internally,  looking  to  the  protection  of  the  re- 
tina and  choroid  of  the  remaining  eye  by  mercurials. 

To  refer  to  another  subject,  I  would  say  that  my  experi- 
ence has  taught  me  that  in  all  operations  upon  the  lens  cap- 
sule for  secondary  cataract,  it  is  of  the  first  importance  not  to 
involve  the  iris  in  the  operation.  If  the  case  will  admit,  my 
rule  is,  keep  off  the  iris. 

I  must  not  forget  to  call  the  attention  of  ophthalmologists 
to  the  use  of  antipyrin  in  io  grain  doses,  usually  requiring  only 
two  or  three  doses,  one  every  hour,  in  the  first  stages  of  iritis. 
I  first  used  this  June  14,  1885,  and  published  the  same.  This 
agent  still  does  well  by  me  in  such  cases. 


TRANSLATION. 


ON  THE  VALUE  OF  MYDRIATICS   AND  MYOTICS 
FOR  THE  IMPROVEMENT  OF  VISION  IN 
CASES  OF  FIXED  OPACITIES  IN  THE 
DIOPTRIC  SYSTEM  OF  THE 
EYE. 

BY  D.  B.  WICHERKIEWICZ. 

Archives  d '  Ophtalmologie. 


A  beginning  cataract  causes  much  dazzling  by  the  diffusion 
of  luminous  rays  and  this  again  causes  such  a  considerable 
diminution  of  vision,  that  it  is  out  of  proportion  of  the  real 
opacity  in  the  lens. 

The  use  of  dark  glasses  does  not  help  the  patient  a  great 
deal,  often  not  at  all.  Since  the  pupil  is  less  exposed  and  re- 
ceives less  light  (?  Transl.),  it  is  dilated  and  the  luminous  rays, 
although  weakened,  penetrate  into  the  eye  over  a  larger  sur- 
face which  is  lying  in  front  of  the  dim  portions  of  the  lens : 
in  consequence,  the  eye  receives  the  image  of  the  objects  more 
blurred  and  with  contours  less  sharp,  than  formerly.  More- 
over, if  a  patient  with  beginning  cataract  puts  on  dark  glasses 
on  a  very  dark  day,  he  sees  no  clearer  on  account  of  the  lack 
of  light.  Therefore,  such  patients  use  dark  glasses  in  excep- 
tional cases  only;  when  they  use  them,  they  do  so  only  in  or- 
der to  defend  themselves  against  the  too  brilliant  glare  of  the 
light. 

We  know  that,  when  we  have  not  to  deal  with  a  nuclear 
cataract,  the  opicity  of  the  lens  begins  at  its  periphery  and 
gradually  increases  toward  its  centre  in  the  anterior  and  poste- 
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rior  cortical  substance.  As  soon  as  the  opacity  covers  more 
than  half  of  the  pupil,  the  patient  begins  to  experience  the 
well-known  disagreeable  symptoms  of  blurring,  troubled  vis- 
ion, etc.,  and  that  is  just  the  moment  when  he  comes  to  con- 
sult the  physician. 

And  what  does  the  physician  do  ?  Most  frequently,  under 
some  pretext  or  other,  he  hides  from  the  patient  his  real  con- 
dition, even  at  the  risk  of  being  considered  an  ignorant,  who 
could  not  recognize  the  disease,  in  case  the  patient  should  see 
a  physician  who  should  tell  him  the  truth.  In  other  cases  he 
tells  the  patient  simply  what  is  the  matter  with  his  eye,  and 
thus  takes  at  once  away  the  hopes  of  improvement  by  a  suc- 
cessful operation,  which  is  so  sweet  in  such  cases. 

From  this  on  the  patient  troubles  himself  more  or  less  for 
months  and  even  years  without  the  least  consolation,  when  it 
would  have  been  the  physician's  duty,  not  only  to  comfort  the 
unfortunate  one  and  to  fill  his  heart  with  hope,  but  even  to 
ease  the  weary  time  of  waiting  until  the  cataract  is  fully 
ripened  and  to  help,  as  much  as  possible,  to  attend  to  his  af- 
fairs, follow  his  daily  business,  his  pleasures  even,  his  accus- 
tomed ways,  as  much  as  his  vision  will  allow. 

According  to  these  indications  the  mydriatics  and  myotics 
help  greatly  to  solve  this  difficult  problem. 

When  we  have  to  deal  with  opacities  in  the  refracting  media 
situated  in  the  centre,  that  is  central  opacities  in  the  cornea, 
an  anterior  or  a  posterior  capsular  cataract,  we  may  try  by  the 
aid  of  mydriatics,  especially  those  that  do  not  interfere  with  ac- 
commodation at  all  (cocaine),  or  at  least  but  little  (homatro- 
pine,  hyoscyamine)  (?  Transl.)  to  improve  vision  by  uncovering 
such  parts  of  the  refracting  media  which  are  more  transpa- 
rent. 

Yet  we  are  taught  by  experience  that  although  these  advan- 
tages seem  useful  in  theory,  they  are  not  so  in  practice  ; 
moreover,  it  does  not  lie  in  our  power  to  eliminate  the  dim 
portions  of  the  refracting  media  from  the  field  traversed  by 
the  light  rays  and  in  consequence  they  always  render  the  im- 
ages blurred.  To  this  we  must  add,  that  the  axial  rays  do  not 
help  in  the  formation  of  the  image. 
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It  is,  therefore,  certain  that  we  do  but  little  in  the  way  of  im- 
provement by  the  mydriatics,  whilst  on  the  contrary,  ,ve  often 
run  the  risk  of  bringing  about  considerable  blurring. 

According  to  my  opinion,  the  employment  of  a  mydriatic 
which  does  not  influence  the  accommodation,  like  cocaine, 
.  could  only  be  indicated  in  cases  in  which  it  would  be  desirable 
to  procure  near-vision,  and  when  we  would  have  to  deal  with 
central  opaciiies  of  the  refracting  media.  It  is  well  known 
that  patients  afflicted  with  this  kind  of  opacity  see  compara- 
tively better  at  a  distance  than  near  by,  because  the  conver- 
gence of  the  visual  axis  induces  at  the  same  time  a  contraction 
of  the  pupil,  so  that  the  opacities  may  cover  it  totally.  To 
what  extent  a  single  instillation  may  help  in  such  cases,  may 
be  seen  from  the  following  case  taken  at  random  from  many 
others. 

•  M.  S.,  ast.  64  years,  has  a  nucleo-cortical  cataract  of  the 
right  eye,  on  his  left  cornea  are  nubecula^  almost  centrally  sit- 
uated, and,  moreover,  considerable  irregular  opacities  in  the 
anterior  cortical  substance.  L.  E.  V—  !/Xn  ;  H+4.D  ;  with+6 
Schweigger  0.8  ;  punctum  proximum  30  centimetres.  Half  an 
hour  after  the  instillation  of  a  3  '/c  solution  of  cocaine  V=°/Xn; 
H+4;  Schweigger  0.5  with  little  difficulty,  and  even  0.4  with-f- 
6  ;  punctum  proximum  30  centimetres. 

In  cases  of  a  high  degree  of  myopia,  we  might  employ  ho- 
matropine,  jusquiamine,  or  even  atropine  ;  yet,  it  is  better  not 
to  employ  these  habitually,  because  the  repeated  instillation  of 
these  remedies  is  not  without  danger.  Furthermore,  the  ad- 
vantages gained  by  the  artificial  mydriasis,  do  not,  as  a  rule, 
counterbalance  the  inconveniences  it  causes  by  producing  the 
blurring  which  is  always  very  disagreeable. 

Under  the  conditions  just  mentioned  we  can  gain  much  bet- 
ter and  lasting  results  by  carefully  making  an  optic  iridectomy 
(as  I  have  advocated  in  an  article  in  Centralblatt  f.  pr.  Augen- 
heilkde,  February,  1883).  The  condition  is  different,  when  the 
opicities  lie  in  the  periphery  of  the  dioptric  system.  Periph- 
eral opacities  of  the  cornea  as  well  as  certain  forms  of  cataract 
cause  disturbances  of  vision  which  by  the  instillation  of  a  my- 
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otic  cannot  only  be  for  the  time  sensibly  diminished,  but  even 
completely  eliminated. 

Let  us  suppose,  that  we  have  to  deal  with  the  development 
of  a  partial  peripheric  traumatic  cataract,  or,  what  is  more  of- 
ten the  case,  with  a  beginning  senile  cataract,  which  beginning 
in  the  periphery  continues  to  grow  toward  the  centre,  a  condi- 
tion fraught  with  visual  disturbances.  If  we  bring  about  a  con- 
traction of  the  pupil  in  such  a  case,  we  can  hope  for  a  marked 
improvement  in  vision.  Among  the  well-known  myotics,  it  is 
especially  the  pilocarpine  which  before  others  deserves  to  be 
mentioned  here,  since  it  contracts  the  pupil  sufficiently  and  for 
a  certain  period  of  time,  without  influencing  the  accommoda- 
tion too  strongly  and  persistently. 

Eserine  evidently  acts  upon  the  accommodation  as  pilocar- 
pine does  upon  the  contraction  of  the  pupil.  The  researches 
of  W.  Lang  and  T.  W.  Basset  prove  this  to  be  the  case. 
*  *  *  Another  remedy  little  used  by  oculists,  which  belongs 
to  the  class  of  myotics  is  muscarine.  *  *  *  Krenchel  and 
Schmiedeberg  agree,  that  the  influence  of  muscarine  upon  the 
iris  is  independent  of  the  one  this  substance  exerts  upon  the 
accommodation  ;  there  are  patients  in  whom  the  simultaneous 
instillation  of  muscarine  and  atropine  dilates  the  pupil  consid- 
erably, and  causes  at  the  same  time  a  spasm  of  the  accommo- 
dation. It  is  evident  from  this,  that  muscarine  does  not  an- 
swer our  ends. 

Aside  from  the  physiological  properties  which  make  pilocar- 
pine preferable  to  eserine  and  muscarine,  there  is  another 
grave  reason,  why  we  should  not  recommend  the  use  of  these 
latter  remedies  too  strongly,  and  that  is,  that  they  disintegrade 
very  easily  while  pilocarpine,  on  the  contrary,  if  of  good  qual- 
ity, can  be  kept  for  whole  months  without  losing  anything  of 
its  efficacy.  Moreover,  eserine  causes  a  hyperemia  of  the 
iris,  and  often  ciliary  neuralgia,  while  pilocarpine  does  not. 

I  have,  in  consequence,  given  the  preference  in  most  of  my 
cases  to  a  l/2  or  I  %  solution  of  pilocarpine,  and  the  patients  so 
treated,  whether  they  were  emmetropes,  myopes,  or  hyperme- 
tropes,  were  always  astonished  at  the  prompt  and  satisfactory 
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effect  of  this  remedy.  Especially  was  this  so  with  the  hyper- 
metropes,  whose  accommodation  is  increased  by  the  pilocar- 
pine, which  is  not  the  smallest  benefit  they  derive  from  its 
use. 

These  and  the  presbyopes  may  use  two  to  three  instillations 
a  day,  while  for  myopes  one  drop  once  or  twice  a  day  may  suf- 
fice. 

Instead  of  making  a  long  statistic  enumeration  and  to  re- 
port my  observations,  I  prefer  to  cite  only  one  case  in  support 
of  what  I  have  stated  concerning  the  use  of  pilocarpine. 

M.  Z.,  aet.  67  years,  R.  E.  V=2% ;  H  3.5  ;  Jaeger  12  with 
+6  D.  Punctum  proximum  27  centimetres.  L.  E.  V=20/L ; 
H  2.  5  ;  Jaeger  7  with-f  5  D.  Punctum  proximum  27  centi- 
metres. 

The  ophthalmoscope  shows  an  opacity  in  the  cortical  sub- 
stance beginning  at  the  equator  and  reaching  with  some  pro- 
cesses into  the  middle  of  the  pupil ;  in  the  left  eye  the  opacity 
reaches  to  within  the  margin  of  a  midde-wide  pupil.  Fundus 
normal. 

Prescription:  l/-2%  solution  of  pilocarpine  to  be  instilled 
mornings  and  evenings. 

A  few  days  after  the  patient  is  greatly  surprised  at  the  effect 
produced  by  the  drops,  since  she  sees  now  quite  well. 

R.  E.  V=20/LXX;  H  3;  Jaeger  10  with  +6. 

L.  E.  V=20/XL ;  H  2;  Jaeger  4  with+6. 

The  pupils  are  nicely  contracted,  but  act  well  upon  the 
stimulus  of  light. 

It  is  evident  that  pilocarpine  is  not  only  of  value  in  cases  of 
unequal  refraction  or  diffusion  of  the  light,  as  we  find  in  be- 
ginning cataract,  but  it  will  be  equally  valuable  for  other  opti- 
cal purposes  in  order  to  aid  the  restricted  accommodation,  in 
aphakia  with  remnants  of  the  capsule  or  cortical  substance,  in 
corneal  opacities,  in  dislocation  of  the  lens  when  it  causes  di- 
plopia. The  following  case  is  a  sample  of  the  optic  effect  in  a 
case  of  corneal  opacities: 

A.  K.,  aet.  10  years,  had  his  right  eye  burnt  by  lime  in  De- 
cember, 1888.  An  ulcer  followed,  resulting  in  a  leucomatous 
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opacity  of  the  outer  portions  of  the  cornea,  which  was  very 
dense  near  the  periphery,  while  its  more  centrally  located  pro- 
cesses were  semi-opaque. 

January  19,  of  the  same  year,  he  consulted  me  on  account  of 
seeing  everything  in  a  mist.  R.  E.  V=2%c ;  M  15;  Jaeger 
11.  Prescribed:  Pilocarpine  in  a  1  %  solution,  to  be  instilled 
once  a  day. 

January  23,  R.  E.  V=2%.xx  ;  M  15  ;  Jaeger  3. 

The  treatment  with  pilocarpine  has  the  further  advantage, 
that  it  may  be  employed  for  a  long  period  without  the  slight- 
est inconvenience,  even  to  the  most  susceptible  conjunctiva. 
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TENTH     INTERNATIONAL    MEDICAL  CONGRESS, 
BERLIN,  1890. 

REGULATIONS  AND  PROGRAMME. 

I.  The  Tenth  International  Medical  Congress  will  be  opened 
in  Berlin  on  Monday,  August  4,  1890,  and  will  be  closed  on 
Saturday,  August  9. 

II.  The  Congress  shall  consist  of  legally  qualified  medical 
men  who  have  inscribed  themselves  as  members,  and  have  paid 
for  their  card  of  membership.  Other  men  of  science  who  in- 
terest themselves  in  the  work  of  the  Congress,  may  be  ad- 
mitted as  extraordinary  members. 

Those  who  take  part  in  the  Congress  shall  pay  a  subscrip- 
tion of  20  marks  (i£  or  $5),  on  being  enrolled  as  members. 
For  this  sunt  they  shall  receive  a  copy  of  the  Transactions,  as 
soon  as  they  appear.  The  enrollment  shall  take  place  at  the 
beginning  of  the  Congress.  Gentlemen  may,  however,  be  en- 
rolled as  members  by  sending  the  amount  of  the  subscription 
to  the  Treasurer1  with  their  name,  professional  status  and  res- 
dence  appended. 

III.  The  object  of  the  Congress  is  an  exclusively  scientific 
one. 

IV.  The  work  of  the  Congress  will  be  discharged  by  eigh- 
teen different  sections.  The  members  shall  declare  upon  en- 
rollment to  which  section  or  sections  they  intend  more  partic- 
ularly to  attach  themselves. 

V.  The  Committee  on  Organization  shall,  at  the  opening  sit- 

'Treasurer's  address:  Dr.  M.  Bartels,  Berlin  SW.,  Leipzigerstrasse  75. — Please  to 
enclose  a  visiting-card. 
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ting  of  the  Congress,  suggest  the  election  of  a  definite  com- 
mittee (or  bereau)  which  shall  consist  of  a  President,  three  Vice- 
Presidents,  and  of  a  number — as  yet  undetermined — of  Honor- 
ary Presidents  and  Secretaries. 

At  the  first  meeting  of  each  section  a  President  and  a  cer- 
tain number  of  Hon.  Presidents  shall  be  elected;  these  latter 
shall  conduct  the  business  of  the  sections  in  turn  with  the 
Presidents. 

On  account  of  the  diffrent  languages  employed,  a  suitable 
number  of  Secretaries  shall  be  chosen  from  among  the  foreign 
members.  The  duties  of  the  foreign  Secretaries  shall  be  con- 
fined to  the  sittings  of  the  Congress. 

After  the  termination  of  the  Congress  the  editing  of  the  trans- 
actions shall  be  carried  out  by  a  committee  appointed  for  this 
purpose. 

VI.  The  Congress  will  assemble  daily,  either  for  a  general 
meeting  or  for  the  labors  of  the  different  sections. 

The  general  meeting  will  be  held  between  1 1  and  12  o'clock, 
Three  such  meetings  will  take  place. 

The  time  for  the  sittings  of  the  various  sections  will  be  fixed 
by  the  special  committee  of  each  section,  it  being  understood, 
however,  that  no  such  sittings  are  to  take  place  during  the 
hours  alloted  to  the  general  meetings. 

Joint  sittings  of  two  or  more  sections  may  be  held,  provided 
that  the  bereau  of  the  Congress  can  offer  suitable  rooms  for 
such  sittings. 

VII.  The  general  meeting  shall  be  devoted  to: 

a.  Transactions  connected  with  the  work  and  general  man- 
agement of  the  Congress. 

b.  Speeches  and  communications  of  general  interest. 

VIII.  Addresses  in  the  general  sittings  as  well  as  in  any  ex- 
traordinary meetings  which  may  be  determined  upon  only  be 
given  by  those  who  have  been  especially  requested  by  the 
Committee  on  Organization. 

Proposals  relative  to  the  future  management  of  the  Con- 
gress must  be  announced  to  the  Committee  on  Organization 
before  July  I,  1890.  The  committee  shall  decide  whether  these 
proposals  are  suitable  to  be  introduced  for  discussion. 
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IX.  In  the  sittings  of  the  sections,  questions  and  problems 
will  be  discussed,  which  have  been  agreed  upon  by  the  special 
Committee  on  Organization.  The  communications  of  those 
appointed  by  the  committee  to  report  on  a  subject,  shall  form 
the  basis  of  discussion.  As  far  as  time  allows,  the  communica- 
tions or  proposals,  proceeding  from  members  and  sanctioned 
by  the  committee  on  Organization  may  also  be  introduced  for 
discussion.  The  bereau  of  each  section  decides  as  to  the  ac- 
ceptance of  such  offered  communications,  and  as  to  the  order 
in  which  they  shall  come  before  the  meeting,  always  provided 
that  this  point  has  not  been  already  determined  in  the  sitting 
itself  by  a  decree  of  the  section. 

Scientific  questions  shall  not  be  put  to  the  vote. 

X.  Introductory  addresses  in  the  sections  must  as  a  rule  not 
exceed  twenty  minutes  in  length.  In  the  discussions  no  more 
than  ten  minuies  are  allowed  to  each  speaker. 

XL  All  addresses  and  papers  in  the  general  and  sectional 
meetings  must  be  handed  over  to  the  Secretaries,  in  writing, 
before  the  end  of  the  sitting.  The  Editorial  Committee  shall 
decide  whether — and  to  what  extent — these  written  contribu- 
tions shall  be  included  in  the  printed  transactions  of  the  Con- 
gress. The  members  who  have  taken  part  in  the  discussions, 
will  be  requested  to  hand  over  to  the  Secretaries,  before  the 
end  of  the  day,  in  writing,  the  substance  of  their  remarks. 

XII.  The  official  languages  of  all  the  sittings  shall  be  Ger- 
man, English  and  French.  The  regulations,  the  programme 
and  the  agenda  for  the  day  will  be  printed  in  all  three  lan- 
guages. 

It  will,  however,  be  allowable  to  make  use  of  other  languages 
than  the  above  for  brief  remarks,  always  provided  that  one  of 
the  members  present  is  ready  to  translate  the  gist  of  such  re- 
marks into  one  of  the  official  languages. 

XIII.  The  acting  president  shall  conduct  the  business  of 
each  meeting  according  to  the  parliamentary  rules  generally 
accepted  in  deliberative  assemblies. 

XIV.  Medical  students,  and  other  persons,  ladies  and  gen- 
tlemen, who  are  not  physicians  but  who  take  a  special  interest 
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in  the  work  or  a  particular  sitting,  may  be  invited  by  the  Pres- 
ident or  be  allowed  to  attend  the  sitting  by  special  permission. 

XV.  Communications  of  inquiries  regarding  the  business 
of  separate  sections,  must  be  addressed  to  the  managing  mem- 
bers thereof.  All  other  communications  and  inquiries  must 
be'directed  to  the  General  Secretary,  Dr.  Lassar,  Berlin,  NW., 
19  Karlstarsse. 

Committee  on  Organization  of  Sections  for  Ophthalmology: 
O.  Becker,  Heidelberg;  Eversbusch,  Erlangen;  v.  Hippel,  Gies- 
sen;  Hirschberg  Berlin;  Leber,  Gottingen;  Michel,  Wurzburg; 
Schmidt-Rimpler  Marburg;  Schweigger,  Berlin  NW.,  Raonstr. 
6;  v.  Zehender  Rostock. 

Invitation  to  the  Tenth  International  Medical  Congress. 

In  accordance  with  the  decision  of  the  Ninth  Congress  at 
Washington,  the  Tenth  International  Medical  Congress  will  be 
held  at  Berlin  from  August  49,  to  1 890. 

By  the  delegates  of  the  German  Medical  Faculties  and  the 
chief  Medical  Societies  of  the  German  Empire,  the  undersigned 
have  been  appointed  members  of  the  General  Committee  on 
Organization.  A  Special  Committee  on  Organization  has  also 
been  appointed  for  each  of  the  different  sections,  to  arrange 
the  scientific  problems  to  be  discussed  as  the  meetings  of  the 
respective  sections.  An  International  Medical  and  Scientific 
Exhibition  will  also  be  held  by  the  Congress. 

We  have  the  honor  to  inform  you  of  the  above  decisions 
and  at  the  same  time  cordially  invite  your  attendance  at  the 
Congress.  We  should  esteem  it  a  favor  if  you  would  kindly 
extend  this  invitation  to  your  friends  in  medical  circles,  as  way 
may  offer. 

We  beg  to  accompany  our  invitation  by  a  copy  of  the  Stat- 
utes and  Programme,  as  also  by  the  list  of  the  intended  sec- 
tions and  their  Special  Committee  on  Organization. 

President. — Dr.  Rudolf  Virchow;  Vice  Presidents. — Dr.  von 
Bergmann,  Dr.  Leyden,  Dr.  Waldyeyer;  Secretary  General. — 
Dr.  Lassar.  All  communications  must  be  directed  to  the  Gen- 
eral Secretary,  Berlin  NW.,  Karlstrasse  19. 
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SYMPTOMS  OF  GRAVE  DISEASES  OF  THE  NERV- 
OUS SYSTEM  RELIEVED  BY  RESTORA- 
TION OF  THE  EQUILIBRIUM  OF 
THE  EYE  MUSCLES.' 

BY  J.  F.  FULTON,  PH.  D.,  M.D., 
Professor  of  Ophthalmology  and  Otology  in  the  University  of  Minnesota. 

The  author  of  this  paper  has  much  more  than  a  professional 
or  scientific  interest  in  this  subject;  he  has  a  personal  interest 
in  it,  being  a  victim  of  a  low  grade  of  myopic  astigmatism, 
which  produced  considerable  insufficiency  of  the  internal  recti 
muscles.  This  was  relieved  by  careful,  correction  of  the  error 
of  refraction  and  by  prolonged  systematic  exercise  which  re- 
stored the  strength  of  the  weak  muscle;  but  this  was  done  after 
patient  treatment,  lasting  over  many  months,  and  the  loss  of 
two  years'  study  in  college.  With  our  present  knowledge  the 
trouble  could  have  been  relieved  almost  instantaneously. 

There  can  be  no  more  interesting  study  to  the  physiologist 
and  the  practical  ophthalmologist  than  the  mechanism  of  the 
movements  of  the  eyeball,  together  with  the  relationship  of  its 
various  groups  of  muscles.  The  eye  is  moved  in  various  direc- 
tions by  six  small  muscles  which  are  supplied  by  various  pairs 
of  nerves. 

I  do  not  wish  to  enter  into  a  theoretical  study  of  the  com- 
plicated mechanism  of  the  centers  which  govern  the  move- 
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ments  of  the  recti  muscles  except  so  far  as  it  is  necessary  to 
illustrate  the  subject  of  this  paper.  It  is  well  known  that  the 
internal  recti  muscles  are  supplied  by  the  third,  the  external 
recti  muscles  by  the  sixth  pair  of  nerves,  each  originating  from 
a  different  nucleus.  When  the  two  eyes  look  into  the  one  di- 
rection there  is,  of  course,  contraction  of  the  external  rectus  of 
one  eye  and  the  internal  rectus  of  the  other;  this  is  brought 
about  by  the  nucleus  of  the  sixth  on  the  one  side  and  of  the 
third  on  the  other.  It  requires  but  a  moment's  consideration 
to  appreciate  the  complicated  mechanism  necessary  to  bring 
this  about,  and  the  perfect  harmony  necessary  in  order  that 
there  may  be  no  disturbance  of  this  complicated  mechanism. 

These  so-called  recti  muscles,  while  in  a  certain  sense  inde- 
pendent of  the  muscles  of  accommodation,  yet  in  a  very  im- 
portant sense  bear  a  close  and  inter-dependent  relationship. 
As  long  as  these  muscles  act  in  perfect  harmony,  as  long  as 
they  retain  their  physiological  strength,  the  act  of  vision  is 
without  pain  and  without  annoyance,  but  as  soon  as  one  set  of 
muscles  obtain  the  advantage  in  the  way  of  strength  over  the 
other,  reflex  irritations  are  produced  which  result  in  symptoms 
as  grave  and  as  alarming  as  any  of  the  organic  diseases  of  the 
nervous  systems. 

Our  paper  to-night  introduces  a  subject  which  occupies  a 
standpoint  between  two  great  specialties,  namely  :ophthalmol- 
ogy  and  neurology — a  subject  which,  in  a  certain  sense,  has 
become  a  speciality  by  itself. 

Let  us  see  what  we  mean  by  loss  of  equilibrium.  Graefe 
taught  that  when  the  ocular  muscles  are  accurately  propor- 
tioned in  respect  to  their  dynamic  conditions,  and  the  perform- 
ance of  binocular  vision  is  accompanied  with  the  least  expend- 
ture  of  energy,  the  ocular  muscles  are  to  be  regarded  as  "in 
equilibrio."  Loss  of  equilibrium  must  be  distinguished  from 
strabismus  on  the  one  hand  and  absolute  paralysis  on  the  other. 
The  loss  of  strength  with  which  we  intend  to  deal  to-night 
may  be  illustrated  as  follows:  In  strabismus  there  is  an  appar- 
ent deviation  of  the  eye  in  some  direction:  binocular  vision  is 
lost  by  the  vision  being  suppressed  in  one  eye.     In  paralysis 
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of  any  of  the  recti  muscles,  there  is  an  apparent  deviation  of 
the  eye;  binocular  vision  is  lost  and  diplopia  is  present.  But, 
in  the  class  of  cases  of  which  we  treat,  binocular  vision  is  hab- 
itually maintained  by  the  expenditure  of  a  greater  amount  of 
force  than  is  demanded  when  the  muscles  are  in  the  equilib- 
rium. This  constant  effort  on  the  part  of  the  weak  eye-muscle 
to  maintain  binocular  vision,  reflexly  produces  a  series  of 
symptoms  which  may  simulate  almost  any  disease  of  the  nerv- 
ous system,  and  many  of  the  diseases  of  the  various  organs  of 
the  body. 

It  is  my  purpose  to  make  this  paper  strictly  clinical  so  I 
shall  only  hint  at  the  theoretical  parts  or  the  subject.  When 
we  take  into  consideration  the  constant  motion  of  the  eye-ball, 
we  cannot  wonder  at  the  fact  that  occasionally  these  muscles 
give  out.  With  every  new  adjustment  of  the  eye,  their  rela- 
tions must  be  so  precisely  maintained  as  to  permit  the  line 
from  the  point  seen  to  fall  upon  the  same  minute  portion  of 
the  retina  of  the  eye,  that  not  only  the  muscles  which  move 
the  eye-ball,  but  the  muscles  of  accommodation  must  act  in 
perfect  harmony.  This  ever  changing  and  extremely  accurate 
association  of  action  is  not  found  elsewhere  in  the  human  or- 
ganism. 

The  symptoms  produced  by  loss  of  equilibrium  of  strength 
of  the  eye  muscles  are  as  numerous  as  the  leaves  of  the  autumn- 
al woods,  but  I  propose  not  to  describe  a  general  picture  of  the 
muscular  anomaly  known  as  heterophoria,  but  to  take  up  the 
more  prominent  symptoms  which  it  produces.  The  first  and 
most  important  is  headache.  I  have  now  operated  for  heter- 
ophoria, in  some  of  its  forms,  two  hundred  and  sixty  times.  Of 
this  number,  one  hundred  and  ninety  suffered  from  headache, 
In  a  vast  majority  of  cases  the  headache  was  cured;  in  nearly 
all,  relieved.  In  some  few  cases  we  were  in  grave  doubt  as  to 
the  cause  of  the  insufficiency.  One  case  I  treated  in  consulta- 
tion with  Dr.  Riggs.  There  was  an  insufficiency  of  six  degrees 
of  the  internal  recti.  There  was  a  marked  hyperaemia  of  the 
optic  nerve  and  retina.  In  this  case,  which  is  still  under  treat- 
ment, there  is  a  strong  suspicion  of  cerebral  tumor.     At  any 
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rate,  an  operation  upon  the  external  recti  muscles  did  not  re- 
lieve his  headache,  although  it  corrected  his  exophoria.  So 
the  statistics  which  I  am  able  to  produce  indicate  that  head- 
ache is  the  most  frequent  result  of  this  trouble.  The  pain  is 
very  frequently  in  the  occipital  region.  It  may  be  frontal  or  it 
may  be  confined  to  the  region  of  the  eye.  We  can  certainly 
say  this  much,  that  before  any  case  of  headache  is  treated,  the 
condition  of  the  muscles  should  be  first  tested.  It  has  long 
been  known  that  errors  of  refraction,  in  any  form,  would  pro- 
duce headaches.  It  will  frequently  happen  that  after  you  have 
corrected  your  error  of  refraction,  the  eye  will  still  remain  un- 
comfortable; the  headaches  may  be  modified,  but  are  not  com- 
pletely relieved  until  the  equilibrium  of  the  strength  of  the  eye 
muscles  is  restored. 

It  has  been  my  privilege  to  meet  with  three  cases  of  chorea 
confined  to  the  muscles  of  the  lids  and  face,  caused  by  heter- 
ophoria.  At  any  rate,  a  partial  tenotomy  of  one  or  other  of 
the  recti  muscles,  together  with  the  correction  of  the  refrac- 
tion trouble,  completely  relieved  the  sufferers.  They  were  all 
children  about  ten  or  twelve  years  of  age. 

Vertigo  is  a  frequent  symptom  of  loss  of  balance  of  strength 
on  the  part  of  the  recti  muscles.  Weir  Mitchell  says  that  he 
has  repeatedly  known  distressing  cases  of  dizziness  to  be  re- 
lieved after  a  careful  adjustment  of  lenses  to  the  eye,  but  it  has 
been  my  experience  that  this  is  just  as  frequently  due  to  weak 
muscles  as  to  error  of  refraction,  the  error  of  refraction  proba- 
bly being  a  primary  trouble. 

Mr.  W.,  a  prominent  business  man  of  St.  Paul,  found  it  nec- 
essary to  give  up  his  business  and  go  to  some  of  the  watering 
places  in  order  to  get  rid  of  a  constant  vertigo  from  which  he 
suffered.  He  visited  the  prominent  watering  places  of  Europe 
consulted  some  of  the  best  known  surgeons  of  the  Continent. 
An  examination  showed  a  very  low  tendency  of  one  eye  down- 
ward, and  a  tenotomy  of  the  inferior  rectus  completely  relieved 
his  trouble,  although  it  had  lasted  nearly  two  years,  and  he  has 
continued  well  now  for  more  than  a  year. 

It  is  well  known  that  Dr.  Stevens,  of  New  York,  claims  to 
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have  cured  cases  of  epilepsy  by  means  of  restoring  the  equil- 
ibrium of  strength  of  the  eye  muscles.  With  this  subject  I 
have  had  no  personal  experience.  In  several  cases  detailed 
by  that  author,  complete  cessation  of  the  epileptic  fits  took 
place,  while  in  other  cases  the  cure  was  not  absolute,  but  con- 
siderable amendment  ensued. 

Wigleworth,  of  the  Rainhill  Asylum  of  England,  and  Bick- 
erton,  the  oculist  of  Liverpool,  have  taken  up  the  same  sub- 
ject and  arrived  at  the  same  conclusions  as  those  of  Dr. 
Stevens. 

It  is  a  well  known  fact  that  a  large  proportion  of  epileptics 
have  errors  of  refraction,  and  it  seems  to  justify  us  in  the  as- 
sumption that  certain  cases  of  epilepsy  do  occur  in  which  the 
attack  is  induced  by  an  undue  strain  upon  the  muscular  appar- 
atus of  the  eye,  by  reason  of  an  abnormality  of  refraction. 

Neurasthenia  is  very  frequently  caused  by  imperfect  action 
of  the  muscles.  The  most  remarkable  cases  of  this  kind  came 
under  my  observation  during  the  past  few  months.  Mr.  G.,  a 
man  of  forty  years  of  age,  a  hard  working  and  active  business 
man,  was  taken  down  by  the  most  pronounced  symptoms  of 
exhaustion,  fatigue  and  a  general  "played  out"  condition  as  he 
expressed  it.  He  was  examined  (and  you  can  judge  was  de- 
termined to  get  well  by  the  number  and  character  of  men 
whom  he  consulted);  by  such  prominent  men  as  Weir  Mitchell 
of  Philadelphia,  Seguin,  of  New  York,  Hughlings-Jackson,  of 
London,  and  Charcot,  of  Paris.  They  all  agreed  in  pronounc- 
ing it  bad  case  of  neurasthenia  and  followed  out  about  the  same 
line  of  treatment.  He  obtained  little  or  no  relief.  About  a 
year  ago,  while  in  New  York,  he  had  some  trouble  with  his 
eyes  and  was  referred  to  Dr.  Webster.  Dr.  Webster  found  my- 
opic astigmatism  of  one  eye  and  mixed  astigmatism  of  the 
other.  He  also  found  a  high  degree  of  esophoria,  together 
with  hyperophoria,  which  he  corrected  by  combining  with  the 
cylinders  a  No.  4  prism  with  the  base  out,  and  a  No.  1  prism 
with  the  base  down.  This  partly  relieved  his  neurasthenia  and 
his  distressing  headache,  but  only  partly.  He  did  not  have 
time  to  have  an  operation  performed  in  New  York,  but  cam 
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to  my  office  for  that  purpose  about  three  months  afterward.  A 
free  tenotomy  of  the  internal  rectus  muscle  of  one  eye  was  per- 
formed, and  a  graduated  tenotomy  of  the  superior  rectus  of 
the  other  eye.  After  this  healed  it  was  found  that  there  were 
still  about  three  degrees  of  esophoria  remaining.  This  was 
corrected  by  doing  a  graduated  tenotomy  upon  the  internal 
rectus  muscle  of  the  same  eye  upon  which  the  graduated  tenot- 
omy of  the  superior  rectus  was  done.  This  completely  re- 
lieved his  trouble;  he  had  no  more  headache,  his  neurasthenia 
immediately  began  to  improve:  his  mental  condition  became 
much  better,  and  for  the  first  time  in  many  years  he  was  able 
to  work  without  a  feeling  of  exhaustion  and  discomfort. 

That  the  irritation  may  extend  farther  than  the  brain  and 
the  meninges  is  proved  by  the  following  case:  Mr.  D.,  set.  43 
years,  came  to  my  office  to  be  fitted  with  glasses  to  read  with. 
He  told  me  that  he  had  not  read  for  many  years,  because  every 
time  he  attempted  to  do  so  there  was  a  feeling  of  weakness  of 
the  spine,  which  was  very  annoying;  he  fe?red  organic  disease 
of  that  part  of  the  body.  In  the  course  of  the  examination  it 
was  found  that  he  had  seven  degrees  of  weakness  of  the  ex- 
ternal rectus  muscle.  We  told  him  that  we  could  not  promise 
for  a  certainty,  but  that  the  trouble  with  his  spine  might  be 
dependent  upon  the  trouble  with  his  eyes.  He  has  now  be^n 
under  my  treatment  for  more  than  a  year.  A  graduated  tenot- 
omy of  both  internal  recti  muscles  has  had  the  effect  of  com- 
pletely removing  the  sensation  of  weakness  of  the  spine,  as  well 
as  of  greatly  improving  his  general  health. 

We  occasionally  meet  with  cases  of  apparent  hemi-ansesthe- 
sia,  which  seem  to  be  due  to  the  same  trouble.  How  it  is  pro- 
duced I  shall  not  attempt  to  explain;  I  am  simply  familiar 
with  the  clinical  fact. 

About  two  years  ago,  Dr.  Riggs  sent  a  well-known  gentle- 
man of  this  city  to  me,  with  a  feeling  of  numbness  over  one 
side  of  the  body.  He  was  much  depressed;  feared  an  attack 
of  paralysis.  This  extended  over  the  whole  left  side  of  the 
body,  the  tongue  as  well  as  the  arm,  hand,  leg  and  foot.  He 
had  myopia  of  the  right  eye.     This  was  carefully  corrected, 
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and,  later  on,  the  insufficiency  of  the  muscle  was  corrected,  af- 
ter which  he  obtained  relief ;  the  symptoms  entirely  disap- 
peared. So  anxious  was  he  about  this  condition  of  affairs  that 
he  went  to  Chicago  to  consult  Dr.  Jewell,  who  told  him  that 
it  might  be  dependent  upon  the  condition  of  his  eye. 

Certainly  nothing  could  be  more  remarkable  than  the  fol- 
lowing case,  which  has  been  kindly  furnished  me  by  Dr. 
Jones,  the  accuracy  of  which  will  be  verified  by  a  number  of 
the  physicians  of  our  city: 

John  F.  Fulton,  M.D.,  Dear  Doctor: — "I  willingly  comply 
with  your  request  for  a  report  of  the  case  referred  to.  Mr.  M., 
aet.  28  years,  a  native  of  New  Jersey,  has  resided  in  Minne- 
sota for  twelve  years.  He  is  a  writer  of  considerable  literary 
finish  and  is  on  the  staff  of  one  of  our  daily  newspapers.  He 
first  came  under  my  observation  about  one  year  ago,  for  acute 
cystitis,  caused  by  a  tight  stricture  in  the  membranous  portion 
of  the  urethra,  but  declined  on  operation  until  after  his  mar- 
riage which  took  place  shortly  afterward.  He  denied  ever  hav- 
ing had  syphilis,  and  had  a  good  personal  and  family  history, 
except  gonorrhoea,  which  caused  the  stricture  referred  to. 

"About  six  months  ago  I  was  called  to  see  him  at  night  and 
found  his  wife  greatly  agitated  over  his  condition.  He  was  in 
a  semi-comatose  condition,  with  widely  dilated  pupils,  and  was 
breathing  stertorously.  After  a  careful  examination,  opoplexy, 
uraemia,  alcoholic  or  opium  toxaemia  were  excluded.  When 
rather  roughly  shaken  he  could  be  aroused  and  would  give 
fairly  intelligent  answers  to  questions,  but  his  speech  was  stut- 
tering and  stammering,  and  the  wrong  words  were  frequently 
used  to  express  his  ideas.  He  complained  of  a  loss  of  sensa- 
tion of  the  right  haif  of  the  body  and  tingling  of  the  tongue 
and  lips  of  the  same  side,  together  with  great  confusion  of 
ideas.  There  was  some  disorder  but  no  paralysis  of  motion. 
After  his  recovery  he  was  frequently  under  observation  and  a 
careful  investigation  of  his  case  was  undertaken.  He  suffered 
somewhat  from  pyrosis  and  heartburn.  Examination  of  his 
heart,  lungs,  kidneys,  etc.,  yielded  negative  results.  He  fre- 
quently experienced  a  severe  pain  over,  and  sometimes  in,  the 
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eye  of  one  side,  which  was  invariably  accompanied  or  followed 
by  nausea  or  vomiting  (migraine).  He  was  myopic,  for  which 
he  had  long  worn  glasses.  He  told  me  that  for  several  years 
he  had  been  occasionally  subject  to  sudden  attacks  of  numb- 
ness of  the  right  side  of  the  body,  the  palate,  tongue  and  lips 
of  the  same  side,  which  was  attended  by  strange  speech  dis- 
turbances, together  with  disorders  of  ideation  and  volition.  If 
the  attacks  were  mild,  he  merely  misplaced  his  words  or  used 
wrong  words  while  speaking.  If  an  attack  was  unusually  se- 
vere, he  experienced  complete  aphasia,  which,  however,  was 
only  temporary.  He  had  both  diplopia  and  hemiopia.  Thus 
while  attending  a  game  of  baseball,  part  of  the  time  he  could 
only  discern  that  half  of  the  player's  body  above  the  belt,  while 
a  few  minutes  afterward  only  that  half  below  the  belt.  In  nu- 
merous other  ways  was  this  hemiopia  shown. 

"During  the  intervals  of  his  attacks  he  enjoyed  good  health, 
and  there  was  apparently  no  deterioration  of  intellect  or  loss 
of  memory.  The  attacks  came  on  suddenly  with  disorder  of 
vision,  vertigo,  nausea,  right-sided  numbness  and  partial  or 
complete  aphasia.  During  the  attacks,  pins  or  needles  thrust 
into  the  right  side  of  the  body  caused  no  pain.  Tactile  sensi- 
bility was  notably  diminished.  Sometime  ago  he  was  carried 
out  of  a  crowded  theatre  in  Minneapolis  in  the  midst  of  a  per- 
formance; on  reaching  the  sidewalk  he  was  unable  to  tell  the 
hackman  the  street  and  number  of  his  residence.  He  could 
understand  what  was  said  to  him,  and  the  preservation  of  his 
intelligence  was  shown  by  the  expressive  signs  and  gestures  he 
made  in  lieu  of  articulate  language.  He  knew  the  words  he 
wanted  to  speak  but  was  unable  to  utter  them.  This  inability 
to  speak  was  not  owing  to  a  loss  of  co-ordination  of  the  mus- 
cles involved  in  speech,  or  to  paralysis  of  the  same,  but  was 
rather  that  variety  of  ataxic  aphasia  in  which  there  is  a  loss  of 
the  power  to  use  words  expressive  of  ideas,  and  a  loss  of  the 
faculty  of  calling  surrounding  objects  by  name  or  telling  the 
own  name  to  acquaintances. 

"The  more  the  case  was  studied  the  greater  became  my  con- 
viction that  the  patient  was  suffering  from  a  grave  intra-cranial 
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lesion  of  an  obscure  nature.  His  sudden  attacks  of  partial  un- 
consciousness, the  vertigo,  the  numbness  of  the  entire  right 
half  of  the  body,  amounting  to  hemi-ansesthesia,  the  speech 
disorders  or  complete  aphasia,  the  diminished  tactile  sensibil- 
ity, diplopia  and  hemiopia  all  pointed,  I  thought,  to  a  cerebral 
disorder,  whose  apparent  location  or  site  was  in  the  left  frontal 
convolution,  or  that  region  connecting  it  with  the  island  of 
Reil,  and  with  the  central  and  parietal  convolutions.  While  at 
my  wits'  end  as  to  diagnosis,  your  opinion  was  sought  con- 
cerning the  significance  of  various  disorders  of  vision  which 
were  such  prominent  features  of  the  case.  After  an  examina- 
tion, you  expressed  the  belief  that  the  whole  trouble  was  due 
simply  to  errors  of  refraction  and  could  be  cured  by  treatment 
directed  to  that  condition.  Though  myself  skeptical  of  any 
improvement  taking  place  from  such  a  line  of  treatment,  and 
thinking  you  took  a  too  optimistic  view  of  the  case,  subsequent 
events  demonstrated  the  correctness  of  your  conclusions,  as  a 
year  has  now  elapsed  since  the  patient  left  your  hands  and  he 
has  had  no  return  of  his  disorder,  and  continues  his  literary 
employment  with  an  unimpaired  intellect.    Very  truly  yours, 

Talbot  Jones." 
A  word  may  be  said,  in  closing  this  paper,  about  my  mode 
of  operating.  It  is  very  simple  and  chiefly  the  same  as  recom- 
mended by  Dr.  Stevens,  of  New  York.  I  use  his  instruments, 
which  consist  of  a  delicate  pair  of  scissors,  a  very  small  hook 
and  delicate  fixation  forceps.  I  rarely,  however,  use  the  hook 
except  in  extreme  cases.  I  first  take  up  the  conjunctiva  with 
the  fixation  forceps  and  make  an  opening  in  this  membrane 
immediately  over  the  insertion  of  the  muscle  upon  which  I 
wish  to  operate.  The  fibres  of  the  muscle  are  then  picked  up 
with  the  fixation  forceps  and  cut  off  very  close  to  the  eye-ball. 
Thus  a  hole  is  made  through  the  tendon  of  the  muscle.  This 
is  done  in  a  dark  room  with  an  assistant  throwing  a  focus  of 
light  upon  the  eye  by  means  of  a  large  lens,  the  operating 
chair  being  placed  twenty  feet  from  the  candle,  and  the  frames 
with  the  prism  in  it  at  hand,  so  as  to  produce  diplopia  and 
judge  of  the  amonnt  of  correction  necessary.    Fibre  after  fibre 
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is  thus  cut  until  one  candle  comes  over  the  other,  or  they  are 
brought  upon  a  level,  as  we  require.  In  this  way,  a  perfectly 
accurate  adjustment  can  be  obtained,  and  we  can  correct  just 
as  much  or  little  as  we  wish.  The  patients  go  forth  to  their 
work  immediately  after  the  operation,  as  though  nothing  had 
been  done,  and  the  relief  in  nearly  all  cases  is  immediate.  The 
question  is  often  asked,  "How  much  insufficiency  is  it  neces- 
to  have  in  order  to  perform  an  operation?"  My  answer  is,  any 
amount  that  produces  serious  annoyance  to  the  patient.  One- 
half  degree  of  insufficiency  of  the  internal  recti,  in  one  person, 
may  give  rise  to  the  most  alarming  symptoms,  while  eight  or 
ten  degrees  in  another  will  scarcely  be  noticed.  So  we  are  not 
guided  by  the  amount  of  insufficiency,  but  by  the  amount  of 
trouble  which  it  produces. 

Dr.  Seguin  remarked,  in  a  conversation  with  a  private  pa- 
tient of  mine,  that  he  had  noticed  the  influence  of  insufficiency 
of  the  eye  muscles  as  a  factor  in  the  production  of  nervous  dis- 
eases, long  before  Dr.  Stevens  drew  the  attention  of  the  pro- 
fession to  this  subject.  Dr.  Agnew,  in  a  private  conversation 
with  me,  said  that  he  had  met  cases  in  which  maintenance  of 
binocular  vision  was  so  annoying  to  the  patient  that  he  con- 
sidered it  justifiable  to  perform  a  free  tenotomy  of  the  internal 
rectus  muscle  and  let  one  eye  go,  as  he  expressed  it.  He, 
like  many  other  prominent  oculists  of  his  day,  did  not  believe 
in  the  efficacy  of  a  graduated  tenotomy.  I  had  been  in  the 
habit  of  performing  what  I  call  partial  tenotomy  long  before 
Dr.  Stevens  described  his  so-called  graduated  tenotomy,  and 
had  succeeded  in  relieving  many  cases  after  glasses  or  prisms 
had  failed  to  give  relief.  If  anyone  should  be  skeptical  as  to 
the  results  published  in  this  paper,  I  shall  be  only  too  glad  to 
have  them  go  over  my  book  with  me,  or  to  meet  personally 
patients  themselves,  the  addresses  of  all  of  whom  I  have  kept, 
and  shall  be  glad  to  have  any  of  my  professional  friends  meet 
them. 

One  of  the  most  remarkable  cases  was  that  of  a  lady  from 
Fargo,  a  patient  of  Dr.  Darrow,  and  who  from  her  earliest 
youth  had  been  the  victim  of  the  most  fearful  and  agonizing 
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headaches.  The  cause  of  her  headache  was  a  six  degree  in- 
sufficiency of  the  internal  recti  muscle.  Two  weeks  after  a 
tenotomy  of  the  externi  she  wrote  me,  saying:  "Doctor,  you 
have  cut  the  headache  string,  I  have  had  no  headache  since 
the  operation;  the  first  two  weeks  of  comfort  that  I  have  en- 
joyed during  my  life." 

It  will  thus  be  noticed  that  headache,  varying  in  intensity 
from  that  which  is  simply  annoying  to  that  which  is  beyond 
control  and  requires  the  use  of  an  anaesthetic  or  powerful  ano- 
dyne to  give  relief,  is  the  most  frequent  symptom  of  loss  of 
equilibrium  of  strength  of  the  eye  muscles.  It  is  well  known 
that  it  is  a  freqent  symptom  of  various  forms  of  eye  trouble. 
Dr.  Gould,  of  Philadelphia,  noted  312  cases  of  headache  out 
of  500  patients,  in  private  practice.  Vertigo  is  the  next  most 
common.  The  other  grave  symptoms  can  only  be  classed 
among  the  rare. 

In  closing  this  paper  I  should  not  forget  to  observe  the  in- 
fluence of  eye  strain  upon  the  disposition  and  the  emotions, 
ably  expressed  by  another  writer  in  the  following  sentence  : 
"The  most  frequent  method  in  which  eye  strain  acts  dis- 
astrously upon  the  developing  personality,  is  in  making  study 
and  literary  labor  so  irksome  that  the  mind  is  slowly  but  irrev- 
ocably turned  from  intellectual  pursuits  and  directed  to  phys- 
ical activities  for  outlets  of  its  energy."  Irritability  of  temper, 
lack  of  self-control,  unbounded  impatience  are  frequent  symp- 
toms noted  in  these  cases. 

Upon  this  subject  I  am  well  aware  that  there  is  some  skep- 
ticism, but  remember  the  bias  of  prejudice  is  quite  as  harmful 
to  scientific  progress  as  the  bias  of  enthusiasm.  I  simply  main- 
tain that  a  large  number  of  cases  of  suffering  humanity  can  be 
relieved  of  the  gravest  symptoms  of  nervous  disorders  by  a 
simple  and  skillfully  performed  tenotomy  of  the  recti  muscles, 
resulting  in  the  restoration  of  the  equilibrium  of  strength  of 
these  delicate  structures. 

My  conclusions  are  exactly  those  of  Dr.  Webster,  viz  :  (1) 
No  person  should  have  a  tenotomy  performed  solely  because 
he  is  the  subject  of  heterophoria.  (2)  But  slight  degrees  should 
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be  corrected  where  troublesome  symptoms  exist  which  may 
be  due  to  the  too  great  use  of  nervous  force  in  co-ordinating 
the  eyes.  (3)  Other  means  should  be  resorted  to  before  try- 
ing tenotomy,  but  unnecessary  delays  should  be  avoided.  (4) 
Tenotomies  should  be  performed  under  cocaine.  (5)  In  ju- 
diciously selected  cases,  where  the  operation  is  properly  per- 
formed, the  average  results  will  be  quite  as  satisfactory  as  the 
results  of  most  other  surgical  operations. — Northwestern 
Lancet. 


NEWS. 


An  ophthalmological  society  has  been  organized  in  Kan- 
sas City.  Those  interested  in  the  formation  of  such  a  body 
recently  met  at  the  office  of  Dr.  J.  H.  Thompson  and  perfected 
the  arrangements  necessary.  It  is  to  be  known  as  the  Kansas 
City  Ophthalmological  Society.  The  officers  are:  President, 
Dr.  B.  E.  Fryer;  Secretary,  Dr.  J.  H.  Thompson.  Meetings 
will  be  held  every  <econd  month,  time  and  place  to  be  an- 
nounced by  the  officers.  The  charter  members  are:  Drs.  B.E. 
Fryer,  J.  H.  Thompson,  W.  C.  Tyree,  F.  B.  Tiffany,  J.  W. 
Paiker  and  Leroy  Dibble,  of  Kansas  City;  J.  E.  Minney,  of 
Tcpeka,  and  Barton  Pitts  of  St.  Joseph.  It  is  unfortunate 
that  a  rule  has  been  established  excluding  from  membership 
all  physicians  who  do  r.ot  practise  ophthalmology  (and  otol- 
ogy) exclusively.  There  are  a  number  of  men  in  the  city  who 
have  a  very  considerable  knowledge  of  diseases  of  the  eye, 
who  wc  uld  be  an  hener  to  the  society  if  enrolled  among  its 
members.  Besides,  ophthalmoscopy  is  becoming  so  import- 
ant an  element  in  differential  diagnosis  that  men  in  general 
rr.ed;cr,e  must  seen  knew  the  eye  about  as  thoroughly  as  the 
"specialist,"  in  order  to  keep  abreast  of  the  advances  in  clini- 
cal medicine.  Other  ophthalmological  societies  have  mem- 
bers who  aie  not  specialists — thus  Hughlings  Jackson  is  pres- 
ident of  the  Cphthalrr.olcgical  Society  of  the  United  King- 
dom; while  he  is  eminent  in  neurology,  he  is  but  a  plain, 
"ccrr.mon  doctor" — physician  to  the  London  Hospital,  yet  his 
recent  piesidential  address,  "Ophthalmology  and  General 
Medicine,"  is  one  of  the  finest  pieces  of  composition  in  modern 
literature. 

I  N  the  election  of  Dr.  B.  E.  Fryer  as  presiding  officer  of  the 
society,  the  members  obtained  an  efficient  officer,  but  at  the 
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same  time  they  performed  an  act  which  will  do  more  toward 
securing  recognition  of  the  society  both  at  home  and  abroad 
than  any  other  one  thing  which  could  have  been  done.  It  was 
an  admirable  stroke  of  policy,  though  perhaps  an  unconscious 
one,  while  at  the  same  time  it  conveyed  the  deserved  and  in- 
tended honor.  By  continuous  association  through  a  very  long 
period  of  years  with  the  most  prominent  ophthalmologists  of 
America,  and  indeed  of  the  world,  the  present  president  of  the 
society  has  become  more  widely  known,  perhaps,  than  any 
man  in  the  West.  And  besides,  his  long  connection  with  the 
United  States  army  has  created  a  feeling  of  brotherly  interest 
which  extends  through  the  land.  For  the  army  surgeon  is 
a  peculiar  one — peculiar  in  many  respects;  he  is,  first  of  all,  a 
highly  educated  man — he  must  be,  in  order  to  secure  his  po- 
sition; then  he  is  a  polished  gentlemen — his  leisure,  his  sur- 
roundings, his  associates  necessitate  it;  he  is  friendly  with  his 
brother-surgeons — he  learns  to  know  them,  to  respect  them, 
and  in  many  instances  to  love  them;  he  has  a  feeling  of  kin- 
ship for  them  all;  and,  above  all,  he  is  jealous  of  the  reputa- 
tion and  honor  of  every  one  of  his  associates;  to  speak  ill  of 
one  army  surgeon  is  to  defame  all,  provided  the  man  in  ques- 
tion be  in  good  repute.  With,  therefore,  all  of  these  circum- 
stances in  his  favor,  widely  known,  popular  everywhere  and 
respected  by  all,  the  Kansas  City  Ophthalmological  Society 
may  well  feel  proud  of  its  first  president. — Kansas  City  Medi- 
cal Index. 


CORRESPONDENCE. 


The  OpJitlialmic  Reviezv  begins  its  new  volume  with  an 
American  editor,  Dr.  Edward  Jackson,  of  Philadelphia,  who 
succeeds  Dr.  James  Anderson,  of  London.  It  will  hereafter 
contain  original  articles  from  American  as  well  as  English 
ophthalmic  surgeons,  with  notices  of  all  ophthalmological 
papers  published  here  or  abroad,  and  full  reviews  of  the  more 
important  of  them. 
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NOTES  OF  TWO  CASES  OF  SQUINT  AND  ONE  OF 
ESOPHORIA,  DUE  TO  ANISOMETROPIA,  IN 
WHICH  THE   MUSCULAR  ANOMALIES 
WERE  CURED  BY  GLASSES;  ALSO 
OF  A  CASE  OF  ESOPHORIA  OF 
UNUSUAL  DEGREE.1 

BY   SAMUEL  THEOBALD,  M.  D., 

Surgeon  to  the  Baltimore'Eye,  Ear  and  Throat  Charity  Hospital,  Ophthalmic  and 
Aural  Surgeon  to  the  Johns  Hopkins  Hospital  Dispensary. 

The  cases  of  concomitant  squint  which  may  be  cured  by- 
means  of  glasses  are,  comparatively  speaking,  rare,  and  bear 
but  a  small  proportion  to  those  which  can  be  corrected  only 
by  operative  treatment.  In  my  experience  they  belong  al- 
most always  to  one  of  two  classes — either  they  are  squints 
which  are  not  yet  fully  formed,  being  intermittent  in  charac- 
ter, occurring  only  during  tension  of  accommodation,  or  they 
are  squints  that  usually  have  been  long  established,  but  which, 
owing,  probably,  to  a  decline  in  the  relative  strength  of  inter- 
nal or  external  recti  muscles,  as  the  case  may  be,  have  already 
shown  a  tendency  to  lessen  in  extent.    The  existence  of  ani- 

'A  paper  read  before  the  Johns  Hopkins  Hospital  Medical  Society,  Dec.  2,  1889. 


38 


Samnuei  Theobald. 


sometropia  of  considerable  degree  may  also  be  regarded  as  a 
circumstance  favorable  to  the  non-operative  correction  of 
squint,  because,  as  I  have  heretofore  pointed  out,1  the  squint- 
ing eye  under  such  circumstances  is  less  apt  to  become  am- 
blyopic than  when  the  refraction  of  the  two  eyes  is  the  same, 
since  the  necessarily  indistinct  image  which  its  retina  receives 
gives  rise  to  less  confusion,  and  is,  therefore,  not  so  apt  to  be 
mentally  suppressed.  The  not  infrequent  habit  of  anisome- 
tropic  individuals  of  using  one  eye  in  near  and  the  other  in  dis- 
tant vision  also  tends  to  a  like  result.  But,  besides  this,  a 
new  and  powerful  stimulus  to  binocular  fixation  is  supplied 
when,  by  the  aid  of  glasses,  images  of  equal  distinctness  are 
projected  upon  both  retinae.  In  the  three  following  cases  the 
good  results  which  followed  so  promptly  upon  the  adjust- 
ment of  glasses  must  be  ascribed  in  a  great  measure,  I  think, 
to  this  latter  agency. 

Case  I. — Miss  W.,  aet.  about  about  30  years,  complained  of 
persistent  asthenopia;  exhibited  in  distant  vision  a  slight  con- 
vergent squint  of  the  right  eye,  which  defect  had  been  ob- 
served for  some  years.  In  near  vision,  however,  she  was 
found  to  depend  entirely  upon  the  right  eye,  holding  the  page, 
in  reading,  at  a  very  short  distance.  With  this  eye  she  could 
read  J.  No.  1  easily,  but  could  do  so  with  the  left  eye  only 
by  a  considerable  effort.  Upon  examination,  compound  hy- 
permetropic astigmatism,  against  the  rule,  was  found  to  be 
present  in  the  left  eye;  compound  myopic  astigmatism,  against 
the  rule,  in  the  right  eye. 

For  distant  vision  glasses,  which  fully  corrected  the  total 
defect  of  each  eye,  were  prescribed,  as  follows: 

Left  eye,  +7„  s  =— »/«  c.  ax.  900. 

Right  eye,  — '/is  s  = — V«  c-  ax-  95°- 

For  near  vision  the  myopia  of  the  right  eye  was  only  par- 
tially corrected,  and  the  hypermetropia  of  the  left  eye  suffi- 
ciently over-corrected  to  make  the  far  point  of  each  the  same. 

"The  amblyopia  of  squinting  eyes:  Is  it  a  determining  cause  or  a  consequence  of 
the  squint?-  Transactions  of  the  American  Ophthalmological  Society,  1886,  and 
the  Medical  News,  September  4,  1886. 
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These  gave  at  once  binocular  fixation  in  near  vision;  but  in 
distant  vision  the  fixation  was  still  only  with  the  left  eye,  the 
right,  as  before,  squinting  slightly  inward.  The  glasses,  how 
ever,  were  worn  systematically,  and  within  a  few  weeks  the 
squint  had  entirely  disappeared,  and  careful  testing  at  this 
time,  and  six  months  later,  showed  binocular  fixation  in  dis- 
tant, as  well  as  in  near  vision. 

Case  II. — Mrs.  M.,  aet.  42  years,  had  a  very  decided  diver- 
gent squint  of  the  left  eye.  In  distant  vision  it  was  of  high 
grade,  in  near  vision  variable  in  degree,  occasionally  disap- 
pearing entirely,  so  that  she  would,  at  times,  obtain  momen- 
tary binocular  fixation.  In  the  non-squinting  right  eye  a  sim- 
ple myopic  astigmatism  was  discovered,  requiring  for  its  cor- 
rection — 1/«  c-  ax-  8°°;  in  the  left  eye,  a  simple  hypermetro- 
pic astigmatism,  corrected  by  c-  ax-  4°°-  As  sne  was 
not  able  to  fuse  the  retinal  images  of  a  light  placed  at  a 
distance  of  20'  until  prisms  amounting  in  the  aggregate  to  520 
(bases  in)  had  been  placed  before  the  eyes,  I  had  little  hope 
that  binocular  vision  for  distance  would  be  restored  without  a 
tenotomy  of  the  external  rectus  of  one  or  both  eyes,  and  still 
less  that,  if  restored,  it  would  be  unattended  by  muscular  as- 
thenopia. However,  as  she  was  averse  to  an  operation,  if  it 
could  possibly  be  avoided,  and  as  the  tests  for  muscular  insuf- 
ficiency gave,  for  the  reading  distance,  most  contradictory  re- 
sults, I  simply  prescribed  the  lenses  which  I  have  mentioned, 
directing  that  they  be  tried  for  near  as  well  as  for  distant  vis- 
ion, my  expectation  being  that  in  near  vision  they  would 
probably  restore  binocular  fixation,  while  in  distant  vision  they 
would  simply  correct  the  astigmatism  of  the  fixing  eye,  and 
thus  relieve  the  asthenopic  symptoms.  To  my  surprise,  when 
the  patient  reported  a  week  later,  after  having  worn  the  glasses 
but  four  or  five  days,  I  found  that  with  them  she  had  binocular 
fixation  both  in  distant  and  in  near  vision,  and,  what  was  more 
surprising  still,  was,  in  distant  vision,  entirely  free  from  asthe- 
nopia. Two  months  later  this  condition  was  maintained,  and 
she  reported  the  glasses  as  very  satisfactory  in  distant,  but  not 
so  comfortable  in  near  vision.      I  then  prescribed  for  reading 
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and  sewing  the  same  cylinders  which  I  had  previously  or- 
dered combined  with  H-'/sg  s.,  and  these  gave  her  entire  sat- 
isfaction. 

Case  III. — Dr.  M.,  aet.  about  30  years,  engaged  in  teaching, 
applied  to  me  because  of  troublesome  asthenopia.  He  was 
found  to  have  compound  myopic  astigmatism  in  each  eye,  with 
well-marked  anisometropia,  the  astigmatism  being  of  low 
grade  and  equal  in  the  two  eyes,  the  myopia  being  nearly 
three  times  as  great  in  one  eye  as  in  the  other.  The  Graefe 
test,  with  the  ametropia  uncorrected,  showed  esophoria,  or  in- 
sufficiency of  the  external  recti  muscles,  at  20'  of  50;  with  the 
myopia  and  astigmatism  corrected  this  was  increased  to  6lJ.i°. 
There  was  also  left  hyperphoria  of  i°  to  Although 
there  was  no  squint  and  evidently  binocular  fixation,  he  de- 
pended chiefly  upon  his  less  myopic,  left  eye,  in  both  distant 
and  near  vision,  using  his  accommodation  so  as  to  obtain  in  it 
the  distinct  retinal  image.  Glasses  for  constant  use  were  pre- 
scribed as  follows: 

L.  eye  — '  7,  s.=  — l/iu  c.  ax.  i35°3Pr'sm  2°  base  out. 

R.  eye  — '  ,0  s.= — c.  ax.  45°. 

These  gave  V.='°  H —  and  No.  1,  and  soon  relieved  his  as- 
thenopia. 

The  interest  of  the  case,  however,  resides  in  the  fact  that  an 
examination,  made  after  the  glasses  had  been  worn  with  satis- 
faction for  five  months,  showed  that  the  insufficiency  of  the 
externi  had  almost  entirely  disappeared.  Indeed,  the  Graefe 
test,  at  20',  with  the  ametropia  corrected,  at  times  gave  no  in- 
sufficiency whatever,  though  occasionally  an  esophoria  of  1° 
to  would  manifest  itself,  the  same  test,  under  like  condi- 
tions, having  shown  at  the  time  the  glasses  were  prescribed, 
as  I  have  stated,  6  1  /,,°  of  esophoria.  The  patient  was  then 
comfortable  with  his  glasses,  and  I  did  not  deem  it  wise  to 
make  any  change  in  them;  but  I  told  him  it  might  soon  be- 
come necessary  to  take  away  the  prism  which  had  been  placed 
before  the  left  eye.  Shortly  after  this  he  left  the  city  to  ac- 
cept a  position  at  Bowdoin  College,  Maine,  and  not  long  after- 
wards finding  his  eyes  less  comfortable  he  visited,  at  my  sug- 
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gestion,  Dr.  E.  E.  Holt,  of  Portland,  who  found  the  relative 
strength  of  the  external  recti  muscles  so  changed  as  to  induce 
him  to  reverse  the  position  of  the  lens  which  I  had  given  for 
the  left  eye,  so  as  to  place  the  base  of  the  prism  in;  and,  at 
last  accounts,  this  change  seemed  to  have  been  of  advantage. 

The  following  case  is  of  interest  only  as  showing  how  high 
a  grade  of  esophoria  may  exist  in  exceptional  instances  with- 
out the  development  of  squint,  this  feature  ol  the  case  being 
the  more  remarkable  in  view  of  the  fact  that  the  eyes,  as  will 
be  seen,  were  appreciably  different  in  focus. 

Case  IV. — Mrs.  L.,  aet.  5  1  years,  complained  of  headaches, 
asthenopia  and  poor  vision.  Both  optic  discs  were  found  to 
be  very  hyperasmic,  and  well-marked  choroid-retinal  changes 
were  discovered  in  the  lower  part  of  the  fundus  of  each  eye. 
She  was  using  as  reading  glasses,  -j-l/ia  s.,  but  had  never  worn 
any  glasses  in  distant  vision.  With  the  cover  test  the  ex- 
cluded eye  squinted  strongly  inward  in  both  distant  and  near 
fixation,  but  a  rapid  movement  of  correction  followed  as  soon 
as  the  eye  was  uncovered.  With  the  ametropia  uncorrected 
(as  in  distant  vision  it  always  had  been)  the  Graefe  test  showed 
at  20'  between  230  and  24°  of  esophoria,  and  at  13",  120.  She 
was  found  to  have  compound  hypermetropic  astigmatism, 
against  the  rule,  with  anisometropia,  and  glasses  were  pre- 
scribed for  distant  vision  as  follows: 

L.  eye,  -j-'A  s.=— 1/1S  c.  ax.  900. 

R.  eye,  +'/„  s.=—l/u  c.  ax.  85 °. 

With  these  V.  =2%x  was  obtained,  and  the  esophoria,  with 
he  test  object  at  20',  was  reduced  to  4°.    For  near  vision  the 
same  cylinders  were  combined  with  -f'/'s'S  s-  f°r  tne  eve> 
1  nd  +'/6-5  s.  for  the  right,  which  enabled  her  to  read  J.  No. 

with  ease.    When  the  patient  was  last  seen  a  sufficient  time 
had  not  elapsed  to  enable  me  to  judge  of  the   effect   of  the 
glasses,  but  they  gave  promise  of  affording  the  relief  which  I 
i  l  ticipated  from  them. 


A  CASE  OF  SARCOMA  OF  THE  IRIS  IN  A  CHILD 
TWO  YEARS  OLD. 


BY  ADOLF  ALT,  M.  D. 


A.  S.,  aet.  2  years,  the  daughter  of  healthy  parents,  was 
brought  to  my  office  on  January  6,  on  account  of  an  affection 
of  the  right  eye  of  apparently  a  little  more  than  four  weeks' 
standing.  She  had  been  under  the  treatment  of  the  family 
physician  who  now  transferred  her  to  me.  According  to  the 
father's  account  the  child  had  always  been  well  until  within 
about  six  months,  when  she  began  to  scream  out  in  the  night 
and  otherwise  to  sleep  restlessly. 

Status  prccsens. — R.  E.,  has  a  dull  appearance.  There  is 
barely  a  roseate  tinge  in  the  neighborhood  of  the  corneo- 
scleral junction.  The  very  small  pupil  is  bound  down  to  a 
cataractous  lens.  The  chief  interest  is  centred  on  the  condi- 
tion of  the  iris.  This  membrane  has  a  nodulated,  swollen  ap- 
pearance, and,  although  the  anterior  chamber  seems  in  conse- 
quence shallow,  it  is  possible  to  see  into  the  depth  of  the  iris 
tissue,  as  if  its  anterior  layers  were  of  a  gelatinous  character. 
There  are  a  number  of  nodules;  two  especially  large  ones  lie  in 
the  lower  outer  quadrant.  Tension  is  normal.  The  incisors 
are  notched,  but  I  fail  to  detect  any  swollen  glands.  L.  E., 
normal. 

My  first  thought  was  that  I  had  to  deal  with  an  iritis  due  to 
congenital  syphilis.  My  inquiry,  however,  led  to  absolutely 
negative  results.  I  have  since  heard  from  the  family  physi- 
cian, that  the  mother  had  four  healthy  grown  children  by  the 
first  husband,  while  of  four  children  with  the  present,  her  sec- 
ond, husband,  who  is  a  picture  of  health  and  manly  strength, 
two  died  early,  and  one  was  still-born.    This  last  named  one 
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had  a  large  tumor  on  the  left  side  of  the  head  and  neck  which, 
however,  was  never  examined  histologically. 

In  spite  of  all  assurances,  and  appearances  to  the  contrary, 
I  prescribed  mercurials,  and  instillations  of  atropine,  and  kept 
the  child  under  observation. 

This  treatment  had  no  visible  influence  whatever  on  the 
child's  eye  affection. 

In  the  following  weeks  the  swelling  of  the  iris  increased, 
and  the  tension  remained  mormal,  until  one  day  the  largest 
nodules  in  the  iris  showed  evidences  of  parenchymatous  haemor- 
rhage. Still,  although  1  had  hinted  to  the  father,  that  we 
might  have  to  deal  with  an  intraocular  growth,  I  did  not  yet 
feel  warranted  in  urging  the  enucleation  of  the  eye,  awaiting  a 
more  decided  increase  of  tension.  All  this  time  I  thought,  that 
I  had  probably  to  do  with  a  glioma  of  the  retina. 

On  January  20,  the  little  patient  was  again  brought  to  see 
me  after  a  particularly  restless  night.  There  was  now  consid- 
erably more  episcleral  injection  and  there  were  two  staphylo- 
matous  elevations  of  the  scleral  tissue  in  the  ciliary  region  at 
the  nasal  side  of  the  eyeball,  that  is,  opposite  to  the  largest  nod- 
ules in  the  iris.  The  swollen  and  nodulated  iris  still  had  that 
gelatinous,  semi-transparent  appearance  mentioned  above. 
+T2. 

These  conditions  now  prompted  me  to  urge  immediate 
enucleation,  as  I  felt  certain  I  had  to  deal  with  a  glioma,  which 
had  invaded  the  iris  and  was  getting  ready  to  break  through 
the  sclerotic.  The  parents  at  once  consented,  and  on  the  21th 
of  the  same  month  the  enucleation  was  made.  The  operation, 
and  the  healing  process  after  it,  passed  off  as  usual. 

After  proper  hardening  I  divided  the  eyeball  in  two  and  saw 
to  my  astonishment,  that,  instead  of  being  the  seat  of  a  glioma, 
the  retina  was  perfectly  normal. 

The  new  formation  concerned  almost  exclusively  the  iris  ; 
the  ectatic  portions  which  had  been  seen  in  the  sclerotic,  were 
not  caused  by  the  spreading  of  the  tumor  into  this  membrane, 
but  were  evidently  solely  due  to  the  increased  pressure  which 
acted  upon  inflamed  sclerotic  tissue. 
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On  microscopical  examination  the  tumor  which  involved  the 
whole  of  the  iris  and  was  nodulated,  was  found  to  be  a  round- 
cell  sarcoma.  It  had  evidently  had  its  origin  in  the  loose  pa- 
renchymatous tissue  of  this  membrane,  and  was  as  yet  bounded 
backward  by  the  partly  destroyed  uveal  layer  and  forward  by 
the  dense  connective  tissue  forming  the  anterior  layer  of  the 
iris.  The  latter  perhaps  explains  the  semi-transparency  of  the 
tumor. 


SOME  EYE-AFFECTIONS  SEEN   AS  SEQUELS  OF 
THE  GRIPPE. 


BY  ADOLF  ALT,  M.  D. 

Although  the  grippe  has  hardly  been  as  severe  in  St.  Louis 
as  it  has  appeared  in  other  cities,  the  number  of  its  victims  has 
been  very  large. 

In  a  limited  number  of  cases  I  have  had  occasion  to  see  eye- 
symptoms  which  came  on  during  the  period  of  convalescence 
from  the  grippe,  and  for  which  the  grippe  was  the  only  known 
cause. 

The  simplest  affection  was  a  hyperaemia  of  both  the  bulbar 
and  the  palpebral  conjunctiva  combined  with  slight  chemosis. 
The  condition  usually  came  on  over  night  and  disappeared 
without  interference  after  two  or  three  days. 

A  more  serious  affection  was  an  acute  conjunctivitis  with 
chemosis  and  oedema  of  the  lids  to  such  an  extent,  that  when 
I  saw  the  first  case  of  this  kind  I  surely  thought  I  had  to  deal 
with  a  gonorrhceal  infection.  This  affection  also  came  on  dur- 
ing the  night,  the  patients  getting  up  in  the  morning  with  a 
red,  swollen  and  painful  eye.  Strange  to  say,  although  the  up- 
per lid  was  the  seat  of  an  enormous  cedema,  the  chemosis  and 
hyperaemia  of  the  conjunctiva  was  much  worse  in  the  lower 
half  of  the  eyeball.  In  some  cases  small  haemorrhages  took 
place  in  tne  subconjunctival  or  episcleral  tissue,  similar  to  what 
we  see  in  gonorrhceal  conjunctivitis.  The  affection,  however, 
differed  very  materially  from  gonorrhoea,  as  there  was  hardly 
any  discharge  and  but  little  discomfort.  Ice  applications  and 
the  frequent  instillation  of  a  solution  of  bichloride  of  mercury, 
quickly  reduced  the  symptoms.  No  serious  complications 
have  come  under  my  observation. 
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In  one  instance  a  gentleman  called  upon  me  after  having 
gone  through  a  severe  attack  of  the  grippe,  on  account  of 
"partial  blindness."  The  patient  was  very  weak  and  labored 
under  an  extreme  degree  of  lassitude.  On  ophthalmoscopic 
examination  I  found  ischaemia  of  the  retinae  as  the  cause  of  his 
visual  trouble.  With  proper  stimulation  he  soon  improved 
and  got  well. 

In  the  last  case  I  have  seen,  an  insufficiency  of  the  internal 
recti  muscles  was  developed  after  an  attack  of  the  grippe  of 
unusual  fierceness.  The  patient,  a  lady,  aet.  37  years,  posi- 
tively asserts,  that  she  has  never  had  any  of  the  attending 
symptoms  before  having  fallen  a  victim  to  the  epidemic. 


TRANSLATION. 


OZjENA  AND  THE  INFECTIOUS  ULCERS  OF  THE 

CORNEA. 


BY  DR.  E.    VON  MILLINGEN,  CONSTANTINOPEL. 


When  reading  the  observation  of  Dr.  Trousseau,  in  the 
Archives  a" '  Ophtalmologie,  1889,  p.  270,  I  was  reminded  of 
having  often  seen  affections  of  the  eye  which  I  also  attributed 
to  the  presence  of  ozaena.  I  have  often  taken  occasion  to  pre- 
sent such  cases  before  the  students  in  my  clinic;  moreover,  in 
a  paper  of  one  of  my  assistants,  Dr.  Ternan  {Ophthalmic  Re- 
view, May,  1889,  p.  129),  maybe  found  the  description  of  the 
procedures  I  employ  in  cases  of  keratitis  accompanying 
trachoma  and  complicated  with  ozaena. 

Mr.  Trousseau's  interesting  article  has  encouraged  me  to  ex- 
tract from  my  journal  all  the  notes  of  cases  of  keratitis,  caused 
by  ozaena  or  chronic  atrophic  rhinitis,  which  I  have  observed 
since  1 880.  An  analysis  of  these  cases  prompts  the  following 
remarks: 

All  cases  of  keratitis  ulcerosa  which  occur  in  a  patient  suf- 
fering from  ozaena  have  an  irregular  course  and  prove  very  re- 
bellious to  the  ordinary  modes  of  treatment.  I  think  it  is  cer- 
tain that  there  are  distinct  forms  of  conjunctivitis  and  kerati- 
tis which  only  occur  in  subjects  suffering  from  ozaena. 

The  conjunctivitis  which  accompanies  ozaena  is  distinguished 
by  its  very  chronic  character,  and  by  the  inefficacity  of  the  lo- 
cal remedies  applied  in  order  to  cure  it;  there  is  seldom  an 
abundance  of  discharge;  there  is  rather  a  hyperaemia  of  the 
ocular  and  palpebral  conjunctiva;  mostly  there  is  increased 
lachrymation  and  excoriations  in  the  angles  of  the  palpebral 
fissure;  there  is  more  or  less  discomfort  and  conjunctival  as- 
thenopia. The  ocular  conjunctiva  is  from  time  to  time  the  seat 
of  acute  phlyctaenulae,  which  are  often  infiltrated  and  compli- 
cated with  episcleritis.    These  phyctaenulae  appear  mostly  on 
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the  limbus  cornea,  and  are  not  slow  in  encroaching  upon  the 
cornea  itself.  They  are  from  the  beginning  large,  elevated 
above  the  tissue  in  which  they  start  (ulcus  elevatum),  and  go- 
ing over  into  suppuration  they  form  more  or  less  deep  and 
destructive  ulcers. 

The  pressure  of  the  finger  exerted  through  the  lid  upon  such 
a  phlyctsenula  in  the  progressive  stage  gives  the  patient  con- 
siderable pain,  which  is  shown  by  the  rapidity  with  which  he 
retracts  his  head.  Aside  from  this  pain  on  pressure,  the  pa- 
tients complain  of  severe  periorbital  pains.  It  is  just  this  very 
acute  character  which  is  but  rarely  wanting  when  we  have  to 
deal  with  phlyctaenulae  caused  by  ozaena.  They  are  very  rap- 
idly reproduced  and  follow  each  other  in  a  manner  that  ren- 
ders them  a  continued  source  of  suffering  to  the  patient. 

The  phlyctaenulae  leave  their  traces  on  the  limbus  of  the  cor- 
nea in  the  shape  of  small  white  points  of  fine  linear  streaks  re- 
sembling the  very  fine  delicate  scars  which  are  produced  by  a 
slight  traumatism,  like  an  abrasion. 

The  ocular  conjunctiva  near  the  limbus  loses  its  transpar- 
ency in  old  cases,  especially  where  there  has  been  a  series  of 
confluent  phlyctaenulae. 

The  corneal  ulcers  caused  by  ozaena  lie  by  predilection  upon 
or  near  the  limbus  corneae,  and  have  the  tendency  to  perforate 
the  cornea,  and  to  cause  prolapse  of  the  iris. 

The  cases  of  panniform  ulcerating  or  simple  keratitis  which 
accompany  trachoma  are  much  more  rebellious  to  treatment 
when  they  are  combined  with  putrid  ozaena;  the  treatment  of 
the  nose  cannot  be  dispensed  with  in  order  to  cure  these  cases. 

Dr.  Trousseau  thinks  it  possible  that  after  cataract  extrac- 
tion the  flap  might  become  infected  in  patients  suffering  from 
ozaena.  I  should  like  to  relate  here  a  case  of  partial  suppura- 
tion of  the  flap  after  extraction  in  a  patient  suffering  from 
ozaena,  and  who  certainly  would  have  lost  the  eye  totally  if  the 
danger  had  not  been  recognized  in  time.  The  case  was  that 
of  a  Turk  called  Hassan,  aet.  45  years,  very  strong  and  in  the 
best  condition  to  be  operated  upon  with  success  for  cataract 
in  both  eyes.  Since  in  this  patient  the  ozaena  was  not  diag- 
nosed when  he  entered  the  clinic,  the  left  eye   was  operated 
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upon  on  October  15,  1888,  by  von  Graefe's  method.  The  con- 
junctival sac  and  the  eye  were  disinfected  before  and  after  the 
operation  by  a  sublimate  solution  of  1  in  5,000. 

The  instruments  were  immersed  in  boiling  water,  and  the 
eye  was  bandaged  with  sublimated  cotton.  The  operation  was 
performed  under  cocaine  anaesthesia  (cocaine  dissolved  in  a 
sublimate  solution  of  1:5,000),  and  was  in  no  way  abnormal; 
the  pupillary  area  was  easily  and  totally  cleansed  from  cortical 
substance,  so  that  I  did  not  look  for  anything  but  a  rapid  and 
perfect  healing.  This,  however,  was  not  the  case.  The  first 
visit  on  the  next  day  after  the  operation  I  found  a  mass  of  dis- 
charge on  the  cotton;  the  lids  and  the  ocular  conjunctiva  were 
slightly  oedematous;  the  cornea  had  lost  its  lustre  all  over  its 
surface,  was  "punctuated"  as  in  diffuse  keratitis,  and  traversed 
here  and  there  by  vertical  stripes  (keratitis  in  stripes).  The 
pupil  was  yet  sufficiently  visible  to  make  sure  there  were  no 
synechias  and  a  good  dilatation.  The  conjunctival  flap  was 
swollen,  yellowish  and  looked  croupous.  In  its  neighborhood 
and  all  along  it,  the  cornea  was  infiltrated,  and  showed  all  the 
signs  of  the  beginning  of  an  infectious  suppurative  keratitis, 
which  promised  to  progress  rapidly. 

My  astonishment  at  this  pitiful  condition  of  things  found  a 
sufficient  explanation  when,  on  approaching  the  patient,  I  per- 
ceived the  characteristic  smell  of  ozaena.  The  patient  was  car- 
ried to  the  operating  room,  and  after  having  cocainized  the 
eye,  I  ran  the  galvano-cauter  over  the  whole  course  of  the 
wound.  The  conjunctival  flap  was  totally  destroyed,  and  I 
pushed  the  point  of  the  instrument  as  deeply  as  possible  in  be- 
tween the  lamellae  of  the  cornea,  which  were  already  affected 
by  suppuration.  Then  I  disinfected  the  eye  and  the  nasal  cav- 
ity by  sublimate  irrigation. 

October  17. — Cornea  in  the  same  condition;  the  infiltration 
has  in  no  way  progressed.  Less  discharge,  less  cedema.  The 
anterior  chamber  is  refilled. 

October  18. — The  cornea  is  beginning  to  clear  up.  The 
progress  of  suppuration  is  entirely  arrested.  The  irrigation  of 
eye  and  nose  continued.  Atropine. 

October  22. — The  bandage  is  removed. 


50 


Translation. 


October  28. — No  irritation;  the  cornea  looks  still  dull,  and 
the  vertical  stripes  can  still  be  seen. 
November  1. — V.=2/LX. 
December  I. — V.=4/lx- 

On  March  20,  1889,  I  operated  on  the  right  eye,  after  anti- 
septic treatment  of  the  nasal  cavity,  with  perfect  success. 

It  is  well  known  that  the  lachrymal  ducts  are  often  affected 
in  consequence  of  ozaena,  and  I  would  like  to  refer  here  to  the 
atrophy  of  the  mucous  membrane  of  the  lachrymal  drainage 
apparatus  found  in  patients  suffering  from  very  chronic  ozaena, 
in  which  the  sac  becomes  quite  large  and  filled  with  air,  al- 
though there  is  no  obstruction  of  the  lachrymal  duct.  When 
the  sac  is  pressed  upon  a  crepitating  noise  is  perceived,  and 
bubbles  of  air  escape  through  the  canaliculi. 

It  seems  that  the  atrophy  of  the  mucous  membrane  of  the 
nasal  cavity  extends  through  to  the  lachrymal  sac.  The  pa- 
tients do  not  seem  to  suffer  from  this  condition. 

In  certain  patients  suffering  from  ozaena,  when  there  is  no 
organic  lesion  of  the  eye  and  its  annexes,  and  no  error  of  re- 
fraction (especially  in  females),  I  have  observed  a  very  disa- 
greeable asthenopia  which  rendered  reading  and  needle-work 
impossible.  This  asthenopia,  which  had  lasted  for  a  long 
time  and  could  not  be  improved  by  any  treatment,  disappeared 
as  by  magic  as  soon  as  the  patients  had  their  nasal  cavity 
treated  by  abundant  irrigations  with  lukewarm  solutions  of  sub- 
limate 1:10,000.  All  of  these  patients  suffered  from  very  fetid 
ozaena,  with  dryness  of  the  vault  of  the  pharynx,  and  hoarse- 
ness. 

I  came  to  the  following  conclusions: 

1.  Ozaena  is  often  the  cause  of  diseases  of  the  lachrymal 
drainage  apparatus. 

2.  Ozaena  is  very  frequently  the  cause  of  characteristic  af- 
fections of  the  conjunctiva  and  cornea. 

3.  Ozaena  may  cause  suppuration  of  the  flap  after  cataract 
extraction,  and  in  consequence  the  patients,  before  being  ope- 
rated on,  should  be  submitted  to  an  examination  of  the  nasal 
passages. 

(Here  follow  the  data  of  33  cases.) 
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Stated  meeting,  Thursday,  January,  1 890,  J.  Hughlings  Jack- 
son, M.D.,  F.R.S.,  President,  in  the  chair. 

Glaucoma  after  Extraction  of  Cataract. — Mr.  Treacher  Col- 
lins read  this  paper,  in  which  he  described  the  conditions  found 
in  ten  eyeballs  excised  after  sight  had  been  destroyed,  and 
which  he  had  examined  microscopically.  In  nine  cases  the 
cataract  was  the  ordinary  senile  form;  in  one  case  it  was  of 
traumatic  origin.  Five  of  the  patients  had  undergone  success- 
ful operation  for  cataract.  The  interval  which  elapsed  between 
the  extraction  and  the  onset  of  the  glaucoma  varied  from  three 
to  twenty-one  months.  In  three  cases  the  increase  of  tension 
came  on  simultaneously  with  iritis  and  keratitis  punctata,  and 
in  these  patients  the  second  eye  became  affected  with  sympath- 
etic ophthalmitis.  In  nine  of  the  eyes  there  was  adhesion  of 
the  lens  capsule  to  the  extraction  scar;  in  the  remaining  one, 
in  which  the  lens  had  been  removed  in  its  capsule,  the  hyaloid 
was  adherent  to  the  corneal  cicatrix.  In  all  the  specimens  the 
angle  of  the  anterior  chamber  in  the  part  corresponding  to  the 
coloboma  of  the  iridectomy  was  blocked,  either  by  adhesion 
of  the  root  of  the  iris,  which  had  been  left,  or  by  the  tips  of  the 
ciliary  processes,  dragged  forwards  by  entangled  lens  capsule. 
After  enumeration  and  discussion  of  the  various  causes  to 
which  glaucoma  after  extraction  might  be  ascribed,  Mr.  Collins 
said  he  thought,  from  the  study  of  these  cases,  that  the  ad- 
hesion of  the  lens  capsule  to  the  corneal  cicatrix  strongly  pre- 
disposed the  eye  to  an  attack  of  glaucoma;  in  some  cases  this 
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adhesion,  combined  with  an  entanglement  of  iris,  was  sufficient 
to  set  up  glaucoma;  in  others  some  additional  irritation  was 
necessary,  such  as  resulted  from  a  discission  operation.  The 
treatment  of  these  cases  was,  in  his  experience,  very  unsatis- 
factory. In  only  one  he  had  seen  the  glaucoma  permanently 
relieved  by  operation;  in  that  case  iridectomy  and  capsulotomy 
were  performed  after  paracentesis  of  the  anterior  chamber  had 
failed  to  relieve  tension.  Mr.  Collins  exhibited  microscopic 
specimens  of  the  eyeballs,  and  showed  some  excellent  magic 
lantern  slides  made  from  photographs  of  microscopic  sec- 
tions. 

Mr.  Critchett  said  the  needle  of  discission  of  the  capsule 
after  cataract  extraction  should  be  graduated,  so  as  not  to  allow 
the  escape  of  aqueous  humour.  Many  eyes  were  undoubted- 
ly lost  after  cateract  extraction,  but  that  they  should  be  de- 
stroyed by  glaucoma  was  to  him  surprising,  seeing  that  such 
cases  should  be  under  the  direct  observation  of  the  operator, 
so  that  the  condition  ought  to  be  at  once  relieved. 

Mr.  Priestley  Smith  said  that  Mr.  Collins'  paper  was  of 
much  value,  as  it  supplied  accurate  anatomical  information 
on  the  subject  with  which  it  dealt.  He  regarded  these  cases 
as  belonging  to  the  category  of  secondary  glaucoma.  In  pri- 
mary glaucoma  he  was  accustomed  to  regard  the  lens  as  tak- 
ing a  very  prominent  part,  but  the  occurrence  of  the  condition 
in  the  absence  of  a  lens  was  against  that  view.  He  alluded  to 
one  class  of  cases  not  included  in  this  series — namely,  glau- 
coma after  successful  needling  operations,  in  which  there  was 
a  clear  central  pupil  with  no  visible  adhesions,  yet  iris  bombee 
occurred,  no  doubt  on  account  of  adhesions  between  the  lens 
capsule  and  iris.  In  cases  such  as  Mr.  Collins  described,  scler- 
otomy was  effectual  if  care  was  taken  to  divide  the  septum  be- 
tween the  vitreous  and  aqueous  chambers.  In  a  case  where 
sclerotomy  was  succeeded  by  but  slight  escape  of  fluid,  a 
second  incision,  dividing  this  septum,  was  followed  by  a  gush 
of  fluid,  and  complete  relief  of  tension.  He  would  like  to  know 
if  any  case  of  glaucoma  was  known  after  a  satisfactory  extrac- 
tion.   In  the  case  of  a  medical  man,  upwards  of  ,80,  an  abso- 
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lutely  straightforward  operation,  followed  by  a  contusion  of  the 
eye,  resulted  in  great  pain  with  increase  of  tension  at  night — 
probably  due  to  swelling  of  the  vitreous.  An  incision  was 
made  in  the  membrane  across  the  center  of  the  pupil;  there 
was  slight  return  of  the  glaucoma,  but  the  eye  subsequently  re- 
covered perfect  vision. 

Dr.  Hill  Griffith  (Manchester)  cited  four  cases  in  which 
glaucoma  came  on  after  extraction  of  the  lens.  In  one,  high 
tension  followed  the  removal  of  an  opaque  lens;  in  another, 
after  an  ordinary  extraction  in  which  much  cortex  remained;  a 
third  was  followed  by  iritis;  in  the  fourth  acute  glaucoma  with 
haziness  of  the  cornea,  the  condition  seemed  to  be  instantly 
relieved  by  free  discission.  The  tension,  however,  returned 
twice;  but,  after  sclerotomy  and  then  iridectomy,  there  was 
fair  sight.  For  the  most  part  glaucoma  followed  some  compli- 
cation; it  had  been  more  than  usually  disastrous  of  late  after 
interference  with  immature  cataracts.  He  thought  the  escape 
of  vitreous  might  be  the  cause  of  glaucoma,  by  mixing  with  the 
softened  cortex  and  forming  a  paste  round  the  margin  of  the 
anterior  chamber. 

Mr.  McKinley  thought  the  present  observationsVere  much 
in  favor  of  preliminary  iridectomy.  This  step  was  well  under 
control,  whereas  other  parts  of  the  extraction  operation  were 
not  so.  The  excision  of  the  iris  should  be  clean,  and  to  the 
base;  afterwards,  a  corneal  section  was  of  less  moment. 

Mr.  Silcock  had  known  glaucoma  after  removal  of  an  im- 
mature cataract  cured  by  iridectomy.  In  one  case,  where  the 
capsule  was  entangled,  the  removal  of  a  further  portion  of  iris 
by  a  second  operation  was  successful. 

Mr.  Collins,  in  reply,  admitted  the  correctness  of  Mr.  Crit- 
chett's  remarks  about  the  needles.  The  stout  cylindrical 
needles  were  thought  to  cut  better  and  to  enter  particularly 
well,  but  they  permitted  the  escape  of  the  vitreous,  and  had 
been  discarded  at  Moorfields.  In  two  cases  where  sclerotomy 
had  failed  to  relieve  glaucoma,  the  incison  had  not  been  peri- 
pheral enough,  and  the  ciliary  processes  blocked  the  iris  angle. 
In  answer  to  Mr.  Priestley  Smith's  question  with  reference  to 
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glaucoma  after  satisfactory  extraction,  Mr.  Collins  said  that  it 
was  very  difficult  to  see  entangled  capsule,  and  still  more  so 
to  detect  entangled  hyaloid  of  vitreous.  Such  accidents  might 
explain  the  occurrence  of  glaucoma  after  apparently  satisfac- 
tory extraction.  The  success  following  division  of  the  septum 
between  the  aqueous  and  vitreous  chambers  alluded  to,  was 
consistent  with  this  view. — Brit.  Med.  Jour. 
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Stated  meeting,  December  17,  1889,  Dr.  R.  C.  M.  Page  in 
the  chair. 

Eye  Symptoms  as  Aids  in  Diagnosis, 

Was  read  by  Dr.  D.  C.  Cooks.  It  was  the  speaker's  purpose  to 
bring  to  notice  an  outline  of  the  more  important  facts  about 
he  eye  and  its  diseases,  a  knowledge  of  which  was  essential  or 
helpful  in  diagnosis.  Epiphora  was  at  times  the  first  symptoms 
of  facial  paralysis;  the  orbicularis  failed  to  keep  the  puncta  in 
contact  with  the  globe,  allowing  the  tears  to  flow  over  the 
cheek.  In  acute  inflammation  of  the  lachrymal  gland  there  was 
frequently  an  attending  fever,  but  the  presence  of  the  localized 
swelling  and  pain  sufficed  to  make  known  the  cause  of  the  feb- 
ricula.  The  presence  of  dacryocystitis  indicated  something 
more  than  a  localized  inflammation.  It  pointed  to  obstruction 
in  the  canal  or  sac,  and  was  most  frequently  caused  by  neglec- 
ted nasal  catarrh.  Excluding  this,  exostosis  and  periostitis, 
the  result  of  syphilis  was  probably  the  cause  of  the  trouble. 
Where  the  inflammation  persisted  in  spite  of  the  judicious  treat 
ment,  other  constitutional  troubles  would  be  found  to  account 
for  it.  Herpes  zoster  ophthalmicus  was  pathognomonic  of 
changes,  probably  inflammatory,  in  the  fifth  nerve  and  Gas- 
serian  ganglion.  The  condition  was  frequently  mistaken  for 
erysipelas.    The  situation  of  the  vesicles  on  one  side  o  the 


Society  Proceedings. 


5:. 


head  over  the  distribution  of  the  fifth  nerve  and  the  persistent 
pain  should  prevent  such  a  mistake.  The  well-known  symp- 
toms of  Bright's  disease,  morning  oedema  of  the  lower  lids 
should  not  be  overlooked.  The  reddened  margin  of  the  lids, 
blepharitis  marginalis,  indicated  a  lowered  condition  of  the 
general  health,  or  an  error  of  refraction.  Ptosis  by  itself  might 
mean  pressure  from  syphilitic  deposits  or  rheumatic  swellings. 

Exophthalmus  was  pathognomonic  of  Graves'  disease.  When 
this  condition  was  limited  to  one  eye  it  might  be  caused  by  tu- 
mors of  the  orbit,  syphilitic  periostitis,  or  even  an  orbital  haem- 
orrhage from  whooping-cough.  Exophthalmus  had  been 
known  to  follow  an  injury  of  the  head.  Where  a  patient  com- 
plained of  headache,  nausea,  vomiting,  or  pains  through  the 
temple  or  eyes,  there  should  be  an  examination  to  know 
whether  there  was  perfect  harmony  existing  between  the  ocu- 
lar muscles.  The  correction  of  insufficiencies  by  prisms  or 
tenotomies  would  often  give  an  entirely  new  aspect  to  cases 
that  were  formerly  obscure.  When  all  of  the  external  muscles 
of  the  eyes  were  paralyzed  we  had  ophthalmoplegia  externa 
— a  disease  not  of  the  eyes,  but  of  I  central  nervous  sys- 
tem, affecting  the  nuclei  of  the  third,  fourth  and  sixth  nerves. 
A  recurring  paralysis  of  the  third,  fourth  or  sixth  nerve  was 
frequently  the  first  indication  of  posterior  spinal  or  of  general 
sclerosis.  Very  often  the  first  symptom  of  basilar  trouble  or 
intracranial  disturbance  was  evinced  by  the  paralysis  of  one  or 
more  of  the  ocular  muscles.  The  progress  of  growths  could 
often  be  watched  by  successive  muscles  becoming  involved  and 
the  exact  location  of  such  neoplasms  acurately  marked  out. 
Phlyctenular  conjunctivitis  was  almost  always  indicative  of 
lowered  vitality,  of  eye  strain  or  bad  hygiene.  Chronic  con- 
junctivitis had  about  the  same  significance,  but  was  also  asso- 
ciated with  nasal  or  pharyngeal  catarrh.  Phlyctenular  kerati- 
tis occurred  under  about  the  same  conditions  as  the  two  pre- 
ceding diseases.  Interstitial  keratitis  always  indicated  consti- 
tutional trouble.  The  great  majority  of  these  cases  occurred 
in  persons  under  twenty — usually  from  five  to  ten — and  were 
symptomatic  of  congenital  syphilis.    The  presence  of  keratitis 
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with  hypopyon  indicated  infection  from  some  quarter,  possibly 
from  nasal  catarrh,  dacryocystitis,  or  carious  teeth.  In  cases 
where  the  cornea  sloughed  away  without  pain  or  distress  in  old 
people,  we  might  know  their  vital  powers  were  much  depressed 
and  their  blood-vessels  probably  atheromatous.  If  we  found 
the  cornea  cloudy  or  ulcerated,  the  patient  complaining  of  no 
pain  or  photophobia,  we  had  a  keratitis  due  to  lesion  of  the 
fifth  nerve.  Scleritis  and  episcleritis  rarely  occurred  except  in 
rheumatism  or  the  rheumatic  diathesis.  Iritis  might  be  due  to 
hereditary,  secondary,  or  tertiary  syphilis.  It  might  be  due 
also  to  malaria,  gonorrhoea,  variola,  rheumatism  or  gout.  The 
speaker  had  recently  reported  a  case  of  tubercular  iritis  in 
which  the  tubercle  bacilli  were  demonstrated.  An  examina- 
tion of  the  patient,  a  small  child,  showed  the  presence  of  a 
phthisical  process  in  progress  within  the  chest.  In  the  first 
stages  of  pachymeningitis  haemorrhagica  the  pupils  were,  as  a 
rule,  contracted,  and  most  markedly  soon  the  side  of  the  haem- 
orrhage. Myosis  existed  in  the  early  stages  of  acute  menin- 
gitis, and  with  the  other  symptoms  gave  valuable  aid  in  its 
early  recognition.  The  Robinson  pupil  was  almost  always  as- 
sociated with  posterior  spinal  paralysis.  When  the  cervical 
sympathetic  was  irritated  by  pressure  of  some  growth,  moder- 
ate myosis  might  call  attention  to  the  lesion;  the  accommoda- 
tion was  not  affected.  In  complete  paralysis  of  the  third  nerve 
there  was  mydriasis  and  paralysis  of  accommodation.  Une- 
qual pupils  was  one  of  the  first  symptoms  of  general  paresis. 
One  should  be  always  on  guard  not  to  mistake  the  mydriasis 
of  atropine  for  that  of  disease.  The  existence  of  mydriasis,  to- 
gether with  other  symptoms,  might  clear  up  a  doubtful  case  of 
tumor  cerebri  or  of  syphilitic  trouble  of  the  base,  or  be  indica- 
tive of  a  fracture  through  the  apex  of  the  orbit.  Headaches 
not  yielding  to  ordinary  means  might  be  due  to  weakness  of 
the  ciliary  muscle.  These  cases  were  many  times  cured  by  be- 
ing properly  fitted  with  glasses.  The  ophthalmoscope  should 
be  in  the  hands  of  the  general  practitioner.  The  interior  of  the 
eye,  aided  by  the  mydriasis  of  cocaine,  could  readily  be  exam- 
ined.   A  chorioiditis  of  the  macula  of  each  eye,  together  or 
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consecutively,  attended  with  dust-like  specks  in  the  vitreous, 
was  not  infrequently  met  with,  and  was  almost  pathognomonic 
of  syphilis,  congenital  or  acquired.  Its  early  recognition  was 
of  the  utmost  importance  to  the  patient;  if  neglected,  central 
vision  was  apt  to  be  lost.  In  regard  to  the  normal  fundus,  its 
negative  value  in  diagnosis  could  only  be  appreciated  by  those 
who  were  accustomed  to  look  to  the  ophthalmoscope  as  an  aid 
in  diagnosis.  A  rapidly  forming  or  soft  cataract  might  be  the 
first  symptom  that  attracted  attention  to  the  presence  of  dia- 
betes mellitus.  The  presence  of  a  soft  opaque  lens  with  a  scar 
in  the  cornea,  while  proving  that  an  injury  had  been  inflicted, 
might  also  indicate  the  presence  of  a  foreign  body  in  the  eye- 
ball, which  would  require  immediate  attention.  The  most  in- 
teresting part  of  the  subject  was  the  light  thrown  on  intracran- 
ial changes  and  on  general  diseases  by  changes  in  the  retina 
and  nerve.  The  neuro-retinitis  of  Bright's  disease  produced 
changes  in  the  region  of  the  macula,  which  were  pathognomo- 
nic. Optic  neuritis,  especially  if  double,  was  of  the  greatest 
importance  as  an  aid  to  diagnosis  in  intracranial  troubles. 
Atrophy  of  the  optic  nerve  was  one  of  a  series  of  symptoms 
which  might  prove  the  previous  existence  of  cerebro-spinal 
meningitis,  basilar  meningitis,  growths  in  this  same  region,  al- 
coholism, or  fracture  of  the  base  of  the  skull  with  involvement 
of  the  apex  of  the  orbit.  At  times,  on  examining  patients  who 
complained  of  failure  of  vision,  a  central  scotoma  for  red  was 
found;  this  was  almost  pathognomonic  of  tobacco  poisoning. 
Night  blindness  occurred  in  commencing  atrophy  of  the  optic 
nerve  and  retinitis.  Word  blindness  accompanied  as  a  rule 
lesion  of  the  cortex  cerebri.  Acquired  partial  or  complete 
color  blindness  was  indicative  of  nerve  atrophy.  Forpractical 
purposes  the  field  of  vision  could  be  tested  by  the  hand  moved 
into  different  parts  of  the  field  while  the  patient  kept  the  eye 
fixed  on  the  face  of  the  examiner.  Limitations  of  the  field 
were  found  in  optic  atrophy  and  glaucoma;  in  these  conditions 
the  fields  were  irregular  and  contracted.  When  monocular 
hemiopia  existed,  the  condition  was  probably  one  of  intraocu- 
lar lesion;  if  binocular,  intracranial  lesion  was  certainly  present, 
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the  lesion  being  along  the  optic  tract  or  in  the  occipital  lobe 
of  the  same  side  as  the  loss  of  vision.  In  acute  Bright's  dis- 
ease patients  occasionally  became  suddenly  blind  without  a 
lesion  of  the  fundus.  The  difficulty  was  evidently  central  and 
due  in  all  probability  to  an  oedema  of  the  centers  for  vision. 
This  condition  could  be  distinguished  from  the  loss  of  sight  in 
albuminuric  retinitis.  Acute  glaucoma  was  sometimes  mis- 
taken for  a  billious  attack  of  hemicrania.and  chronic  glaucoma 
for  incipient  cataract.  The  increased  tension  of  the  eyeball, 
the  dilated  and  immobile  pupil,  the  limited  range  of  accommo- 
dation, and  the  contracted  fields  would  soon  settle  the  diag- 
nosis without  the  aid  of  the  ophthalmoscope,  were  those  signs 
looked  for.  The  speaker  closed  his  remarks  with  the  hope 
that  this  brief  glance  at  the  aids  which  the  eye  gave  to  the  gen- 
eral practitioner  in  diagnosis  would  stimulate  each  one  to  a  re- 
newed sense  of  responsibility  and  interest  in  this  most  interest- 
ing field. 

Dr.  H.  D.  Noyes,  after  going  over  the  various  clinical  points 
covered  by  the  author's  paper,  warmly  indorsed  the  opinion 
that  the  general  practitioner  should  familiarize  himself  with  the 
routine  of  the  examination. 

Dr.  Weeks  said  that  while  it  was  of  course  not  incumbent 
upon  the  general  practitioner  to  make  himself  familiar  with  all 
the  details  of  minute  changes  in  the  interior  of  the  eye,  which 
was  the  study  of  years,  still  there  were  certain  gross  changes 
and  conditions  which  he  ought  to  be  able  to  look  for  and  the 
importance  of  which  he  should  know  how  to  appreciate,  and 
the  recognition  of  which  would  often  result  in  very  great  and 
immediate  benefit  to  patients. 

Dr.  W.  F.  Mittendorf  thought  that  with  the  perfect  instru- 
ments now  at  command  there  was  no  excuse  for  any  general 
practitioner  who  professes  himself  unable  to  examine  the  in- 
terior of  the  eye.  Medical  students  could  be  taught  to  do  this 
fairly  well  in  one  lesson. 

Dr.  A.  H.  Smith  referred  to  a  case,  which  he  said  Dr.  Noyes 
would  also  remember  well,  in  which  a  gentleman  had  been  suf- 
fering for  a  number  of  years  from  a  trembling  of  the  right  hand 
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and  paresis  of  the  right  leg.  Associated  with  this  was  a  pain 
in  the  occipital  region,  brought  on,  it  was  assumed,  by  excess- 
ive use  of  the  eye.  On  this  latter  point  the  speaker  had  con- 
sulted Dr.  Noyes,  who  had  prescribed  glasses  which  had  re- 
lieved almost  entirely  the  occipital  pain,  and  had  to  a  great  de- 
gree favorably  influenced  the  trouble  in  the  leg  and  to  some 
extent  that  of  the  trembling  of  the  hand. 

Dr.  T.  M.  Pooley  said  that  it  had  not  been  his  experience 
that  atrophy  of  the  optic  nerve  was  a  common  occurrence  in 
spinal  meningitis.  One  serious  eye  symptom  which  was  of 
importance  in  reference  to  general  disease  was  that  of  intrare- 
tinal  haemorrhage,  such  as  occurred,  for  instance,  in  general 
pernicious  anaemia.  This  took  place  frequently  when  the  ar- 
teries were  diseased  from  any  cause  or  where  there  were  gen- 
eral structural  changes,  as  in  syphilis.  Where  these  retinal 
haemorrhages  were  observed  the  changes  which  were  taking 
place  were  often  considerable,  and  haemorrhage  might  be  ex- 
pected to  occur  elsewhere  and  was  quite  likely  to  be  intracran- 
ial. He  thought  many  of  the  cases  with  slight  degree  of  in- 
sufficiency of  the  ocular  muscles  would  get  well  if  left  to  them- 
selves or  taken  from  the  domain  of  the  specialist  and  the  pa- 
tients treated  by  a  qualified  general  practitioner  with  a  view  to 
improvement  of  the  general  health. 

The  Chairman  said  that  a  case  had  come  under  his  notice 
about  a  year  ago  which  illustrated  admirably  the  utility  of  the 
observance  of  retinal  haemorrhage  as  denoting  the  progress  of 
disease.  A  patient  of  his  who  was  suffering  from  Bright's  dis- 
ease, and  was  also  complaining  a  little  of  some  defect  in  eye- 
sight, was  making  preparations  to  go  South.  The  speaker 
called  in  Dr.  Webster,  who,  on  making  examination,  discover- 
ed retinal  haemorrhage.  The  patient's  friends  were  informed 
of  his  condition  and  told  that  he  might  die  of  apoplexy  at  any 
moment.  Death  from  this  cause  had  taken  place  within  24 
hours.  This  was  a  very  fair  instance  where  the  simple  examin- 
ation of  the  retina  supplied  such  information  as  rendered  the 
prognosis  most  grave  and  enabled  due  notification  of  the  facts 
to  be  given  to  the  patient's  family. — N.  Y.  Med.  Jour. 
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EXTRACTION  OF  CATARACT 


BY  JOHN  B.  ROBERTS,  M.D. 

As  ophthalmological  subjects  are  very  frequently  presented 
for  the  consideration  of  this  Society,  I  venture  to  bring  for- 
ward for  discussion  the  Extraction  of  Cataract,  because  it  is 
one  of  the  most  important  topics  with  which  ophthalmologists 
have  to  deal,  and  because  it  will  be  interesting  and  instructive 
to  me  to  hear  described  the  methods  of  operation  adopted  by 
other  ophthalmic  surgeons  of  this  city. 

I  shall  simply  give  you  a  brief  outline  of  the  steps  of  the 
operation  in  my  hands,  and  report  the  cases  upon  which  I  ope- 
rated from  June  i,  1888,  to  May  I,  1889.  As  I  was  absent 
during  the  two  summer  months,  it  represents  the  work  of  nine 
months'  private  practice.  Although  these  cases  are  not  very 
numerous,  being  only  some  twelve  or  fourteen  cataracts  in  all, 
they  are  sufficient  to  illustrate  the  points  which  I  desire  to 
bring  forward.  It  must  be  remembered  that  they  are  reports 
of  cases  occurring  in  the  ordinary  run  of  my  ophthalmic  and 
surgical  practice,  and  not  the  voluminous  hospital  records  of 
one  occupying  the  position  of  ophthalmologist  in  a  hospital  or 
college. 

In  preparing  the  patient  for  operation,  I  cleanse  the  face  in 
the  vicinity  of  the  eyes  with  soap  and  water,  and  subsequently 
with  a  solution  of  boric  acid  or  corrosive  sublimate.      I  then 
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wash  out  the  conjunctival  sac  with  a  boric  acid  solution,  in- 
stilled with  an  ordinary  pipette.  The  instruments  are  kept  in 
a  similar  solution  of  boric  acid,  which  is  made  without  any 
great  accuracy  as  to  strength.  A  few  drops  of  a  4%  solution  of 
hydrochlorate  of  cocaine  are  dropped  into  the  eye  two  or  three 
times  during  the  quarter  of  an  hour  preceding  the  operation. 
A  few  drops  of  a  four-grain  solution  of  atropia  are  also  instilled. 
Even  before  the  use  of  cocaine  was  known,  I  did  not  give  an- 
aesthetics, because  experience  has  shown  me  that  the  opera- 
tion for  the  extraction  of  cataract  is  not  painful,  if  the  surgeon, 
by  previous  manipulation  of  the  cornea  and  lids,  teaches  the 
patient  to  hold  perfectly  quiet.  This  can  be  done  with  almost 
all  patients  whom  we  meet,  unless  it  be  some  one  who  is  ex- 
ceedingly nervous.  A  great  deal  of  the  advantage  to  be  de- 
rived from  this  preliminary  training  depends  upon  the  conduct 
of  the  surgeon,  who  can  readily  encourage  and  teach  his  pa- 
tient to  stand  the  slight  pain  due  to  cataract  extraction,  if  he 
shows  by  his  own  actions  that  he  is  sure  of  himself.  A  ner- 
vous, bustling,  fidgety  surgeon  is  incompetent  to  perform  oph- 
thalmic operations. 

At  the  present  time  it  is,  of  course,  needless  to  subject  the 
patient  to  even  this  slight  amount  of  pain,  since  cocaine  anaes- 
thesia is  all  sufficient,  and  exerts  no  deleterious  effect  upon 
the  subsequent  progress  of  the  case.  The  steps  of  the  opera- 
tion, as  I  perform  it,  are  as  follows: 

Having  grasped  the  conjunctiva  and  the  inferior  rectus  with 
a  pair  of  fixation  forceps,  I  make  an  upward  incision  in  the 
cornea  with  a  Graefe,  a  Beer,  or  a  Jackson  knife.  I  usually 
prefer  the  Graefe  to  the  Beer  knife.  I  have  not  had  sufficient 
experience,  as  yet,  with  the  Jackson  modification  to  be  sure 
whether  I  prefer  it  to  the  others.  I  must  admit,  however,  that 
I  have  been  favorably  impressed  with  its  value  in  making  an 
incision  in  such  a  manner  as  to  prevent  the  escape  of  the  aque- 
ous humor  and  prolapse  of  the  iris. 

The  iridectomy  which  I  always  make  is  accomplished  by 
catching  and  drawing  out  the  iris  with  the  iridectomy  hook  in 
the  left  hand,  and  cutting  it  with  the  Levis  spring — scissors  in 
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the  right  hand.  I  do  not  use  the  iris  forceps  for  making  the 
iridectomy,  unless  it  happen  that,  for  some  reason,  a  portion 
of  the  part  excised  has  not  been  perfectly  detached  from  the 
iris.  I  then  use  the  forceps  to  catch  the  ragged  edges  while 
making  a  second  attempt  at  complete  division. 

Laceration  of  the  capsule  is  done  by  making  a  T-shaped  in- 
cision with  a  cystotome.  Usually  I  make  the  horizontal  cut 
of  the  T  across  the  upper  edge  of  the  capsule  as  a  first  step, 
and  subsequently  make  a  median  vertical  slit  by  another  move- 
ment. I  have,  however,  on  more  than  one  occasion,  slit  the  cap- 
sule with  a  single  vertical  stroke  of  the  cystotome.  The  lens  is 
then  extruded  by  pressure  upon  the  sclerotic  and  cornea,  with 
the  finger  above  and  a  tortoise-shell  scoop  below  the  incision. 
The  finger  makes  the  pressure  upon  the  outside  of  the  upper 
lid.  If  there  is  any  difficulty,  as  there  often  is,  in  evacuating 
the  soft  cortical  material  or  nucleus,  I  introduce  the  spoon  and 
extract  these  remnants.  In  the  event  of  it  being  the  nucleus 
which  is  not  properly  detached,  I  often  use  the  wire  loop  to 
make  traction  upon  it. 

After  a  few  minutes  have  elapsed  to  allow  reaccumulation 
of  the  aqueous  humor,  I  let  the  patient  sit  up  with  his  back  to 
the  light  and  place  before  the  eye  which  has  been  operated 
upon  a  convex  lens  of  about  nine  dioptrics,  in  order  that  I 
may  prove  to  him  that  vision  has  been  restored.  By  allowing 
the  patient  to  look  about  the  room  and  to  count  my  fingers,  I 
give  him  confidence  in  the  result  of  the  operation;  and  it 
greatly  encourages  him  during  the  stages  of  convalescence  to 
know  that  he  has  actually  seen  with  the  eye  previously  blind. 

After  instilling  a  few  drops  of  the  atropia  solution,  I  seal  the 
eye  by  means  of  two  or  three  small  strips  of  ordinary  rubber 
plaster  upon  the  upper  lid.  These  strips  of  plaster  are  cut  in 
the  shape  of  a  semi-ellipse,  and  are  made  to  fit  the  upper  lid, 
but  under  no  circumstances  are  they  to  overlap  the  lower  lid. 
In  this  manner  the  upper  lid  is  made  stiff,  and  acts  as  a  splint 
to  the  wounded  cornea.  I  have  never  used  any  other  means 
of  dressing  after  cataract  extraction,  nor  have  I  ever  seen  any 
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other  method  used  in  the  practice  of  Dr.  Levis  during  the  last 
fifteen  or  sixteen  years. 

The  advantage  of  this  method  is  that  the  eye  is  not  heated, 
and  tears  and  mucus  can  drain  from  between  the  lids,  and  the 
atropia  solution  can  be  introduced  into  the  conjunctival  sac 
every  morning  or  evening,  as  the  surgeon  may  deem  proper. 
Before  the  operation  I  cut  off  the  eye-lashes  of  the  upper  and 
lower  lids,  to  prevent  the  eye  becoming  sealed  by  the  dried  se- 
cretion upon  the  lashes,  which  gives  the  patient  pain,  and  has 
a  deleterious  effect  upon  the  eye  by  interfering  with  the  free 
flow  of  tears  and  mucus. 

This  method  of  dressing  after  the  extraction  of  cataract  is 
preferable,  I  am  sure,  to  the  one  frequently  employed,  but 
which  ought  to  be  obsolete,  namely,  that  which  covers  the  eye 
with  a  mass  of  cotton,  thus  damming  up  the  secretions  and 
causing  irritation  and  congestion.  The  effect  of  covering  the 
eye  can  readily  be  seen  by  closing  one's  own  eye  with  cotton 
and  a  bandage  for  twenty-four  or  thirty-six  hours.  As  a  rule, 
I  close  only  the  eye  which  has  been  operated  upon.  I  do  not 
restrict  the  patient  to  a  dark  room,  nor  do  I  confine  him  to 
bed. 

Inspection  of  the  cases  below  will  show,  I  think,  that  no  ill 
effects  are  produced  by  making  the  patient  comfortable  in  this 
way.  The  habit,  adopted  by  so  many,  of  sealing  both  eyes 
and  keeping  the  patient  in  absolute  darkness  for  ten  days  or 
two  weeks,  is  a  relic  of  traditional  surgery,  and  adds  greatly 
to  the  discomfort  of  the  patient.  If  the  surgeon  assures  him 
that  the  operation  is  not  painful,  and  that  he  will  not  be  con- 
fined to  a  darkened  room,  the  patient  will  be  much  more  likely 
to  submit  to  an  early  operation,  and  with  a  lighter  heart. 

I  have  brought  forward  these  points  as  to  the  method  which 
I  have  adopted  in  order  to  elicit  discussion  from  the  members 
of  the  Society.  I  think  that  the  results  of  the  cases  appended 
will  show  that  my  patients  get  well  more  quickly  after  this 
manner  of  operation  and  subsequent  treatment  than  by  other 
methods.  I  have  often  been  surprised  at  the  low  amount  of 
vision  which  seems  to  satisfy  some  operators.    If  I  have  an 
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uncomplicated  senile  cataract  to  deal  with,  I  look  forward  with 
almost  perfect  confidence  to  a  restoration  of  vision,  of  at  least 
two-thirds  of  the  normal. 

Occasionally  it  is  necessary  to  do  a  secondary  needle  opera- 
tion, to  get  rid  of  the  thin  veil-like  secondary  cataract  due  to 
the  posterior  capsule  and  to  shreds  of  lymph.  I  am  convinced 
that  the  bad  results  which  frequently  occur  after  cataract  ex- 
traction are  due  not  so  much  to  the  seriousness  of  the  opera- 
tion as  to  want  of  proper  manipulative  skill  on  the  part  of  the 
operator,  and  to  errors  in  the  methods  of  dressing  the  wound. 

(Here  follow  the  histories  of  13  cases.) 

Discusison. 

Dr.  George  Friebis. — I  did  not  hear  the  whole  paper,  but 
I  wish  to  say,  in  corroboration  of  what  has  been  said,  that  I 
think  that  the  bad  results  are  caused  more  by  deficiencies  of 
the  operator  than  of  the  method  of  operation.  During  the 
past  four  months  I  have  performed  four  cataract  operations 
and  sent  the  patients  from  the  hospital.  I  was  encouraged  to 
do  this  by  the  fact  that  one  patient,  who  was  sent  from  the 
hospital  immediately  after  operation  on  account  of  the  pres- 
ence of  erysipelas  in  the  wards,  did  perfectly  well.    In  the  last 

th  ree  cases  the  vision  obtained  has  been,  respectively,  20/l> 

20  /     20  / 

/XL,  Jh- 

Dr.  George  C.  Harlan. — I  unfortunately  did  not  hear  the 
early  part  of  the  paper,  and  do  not  know  what  points  were 
made.  The  points  of  most  interest  at  the  present  time,  in 
connection  with  this  operation,  are:  the  after-treatment,  the  use 
of  antiseptics,  and  performance  or  non-performance  of  iridec- 
tomy. There  is  no  doubt  that  the  after-treatment  has  been 
much  modified  of  late.  The  patients  are  not  kept  so  long  in 
bed,  and  the  dressings  are  much  simpler.  A  large  proportion 
of  careful  surgeons  still  retain  the  compress  bandage,  but  I 
know  of  none  who  keep  it  on  two  weeks.  I  think  it  well  to 
use  the  bandage  for  two  days,  and  to  keep  the  patient  in  bed 
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two  or  three  days.  We  do  not  now  darken  the  room,  but  rely 
on  the  bandage  to  keep  the  sunlight  from  the  eyes. 

Our  experience  in  antisepsis  at  Will's  Hospital  is  not  un- 
complicated, and  about  the  time  we  began  the  use  of  antisep- 
tics we  moved  into  the  new  wards.  There  has  been,  however, 
as  the  result  of  one  or  the  other  or  both  of  these  causes,  a 
great  improvement  in  results.  Suppuration  of  the  cornea  has 
practically  disappeared.  Different  agents  are  used  by  the  dif- 
ferent operators,  but  the  results  are  substantially  the  same. 
The  only  ingredient  used  in  common  is  distilled  water,  and 
that  perhaps  would  do  as  well.  As  boric  acid  has  been  shown 
to  be  without  antiseptic  qualities,  I  have  abandoned  it,  and 
am  now  using  bichloride,  1:5000.  Even  in  this  proportion  it 
causes  some  irritation  of  the  conjunctiva. 

The  question  of  iridectomy  is  now  the  great  point  of  dis- 
cussion. There  is  a  strong  party  in  favor  of  omitting  iridec- 
tomy in  the  operation  for  cataract.  For  myself  I  am  quite 
satisfied,  not  only  on  theoretical  grounds,  but  from  reported 
results,  that  the  greatest  good  to  the  greatest  number  of  cat- 
aract patients  is  promoted  by  adherence  to  iridectomy.  There 
are  aesthetical  and  perhaps  optical  considerations  in  favor  of  a 
round  pupil;  but  this  disadvantage,  which  has  been  somewhat 
exaggerated,  is  dearly  bought  at  the  expense  of  the  greater 
difficulty  in  accomplishing  delivery  of  the  lens  and  the  re- 
moval of  cortical  debris,  and  particularly  of  the  risk  of  pro- 
lapse of  the  iris.  Alfred  Graefe,  at  last  year's  meeting  of  the 
Heidelberg  Society,  said  that  he  had  allowed  himself  to  be 
bewitched  by  the  round  pupil,  but  that  prolapse  of  the  iris  had 
disenchanted  him.  I  am  not  sure  but  that  preliminary  iridec- 
tomy should  be  performed.  I  believe  that  the  safest  cataract 
operation  is  that  in  which  an  iridectomy  is  done  not  less  than 
one,  preferably  two  or  three  months,  before  the  extraction. 
This  renders  it  more  easy  to  avoid  inclusion  of  the  iris  in  the 
angles  of  the  wound,  haemorrhage  is  avoided,  and  pain,  with 
the  restlessness  and  muscular  spasm  which  result  from  it,  is 
absent.  Graefe  used  to  advise  that  preliminary  iridectomy 
should  be  done  where  the  patient  had  only  one  eye,  and  a  dis- 
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tinguished  European  authority  admitted,  a  few  years  ago,  that 
in  the  case  of  his  own  father  he  would  do  a  preliminary  iri- 
dectomy. If  safer  in  these  cases,  it  must  be  safer  also  in  the 
case  of  a  patient  with  two  eyes,  or  somebody  else's  father. 
There  are  considerations  of  expediency  opposed  to  the  pre- 
liminary operation,  but,  where  it  is  practicable,  I  should  pre- 
fer it. 

Dr.  B.  Alex.  Randall. — I  have  thus  far  done  iridectomy  in 
all  operations,  as  it  facilitates  egress  of  the  lens.  A  small  re- 
moval of  tissue  is  generally  sufficient,  and,  after  it,  I  have  se- 
cured a  perfectly  mobile  pupil,  almost  as  round  and  perfect 
for  visual  purposes  as  though  no  iridectomy  had  been  done — 
the  coloboma  being  thoroughly  covered  by  the  upper  lid.  The 
corneal  section  and  the  exit  of  the  lens  are  also  facilitated  by 
the  dilatation  of  the  pupil,  which  is  afforded  by  the  cocaine 
more  thoroughly  than  by  atropine,  while  cocaine  does  not  in- 
terfere with  the  subsequent  action  of  eserine  in  contracting  the 
pupil  and  preventing  incarceration  of  the  iris  in  the  wound.  I 
wish  to  emphasize  the  point  that  cocaine  must  be  used  with 
caution,  since  it  affects  the  nutrition  of  the  corneal  epithelium; 
and  our  studies  show  that  it  is  largely  upon  this  epithelium 
that  the  healing  process  depends.  It  has  been  pointed  out 
that  sometimes,  where  bichloride  of  mercury  has  been  used 
after  cocaine,  there  will  be  opacity  of  the  epithelium  of  the 
cornea,  or  even  its  exfoliation.  As  a  wash,  distilled  water 
does  not  seem  a  good  agent  for  use  in  these  cases  since  its 
specific  gravity  is  too  low  to  make  it  unirritating.  A  solution 
of  salt  of  boric  acid  would  seem  to  be  best.  I  am  far  from  be- 
lieving that  boric  acid  has  not  powers  of  value  in  practical  use. 
While  in  the  laboratory  it  may  be  far  inferior  to  other  so-called 
germicides,  yet  it  probably  has  greater  value  than  might 
theoretically  be  expected,  and  I  shall  continue  to  use  it  until 
better  evidence  is  forthcoming  of  the  superiority  of  other 
agents. 

Dr.  Friebis. — The  last  speaker  referred  to  the  fact  that  co- 
caine should  be  used  with  caution.  American  operators,  as  a 
rule,  have  been  fortunate  in  the  use  of  cocaine.    In  some  insti- 
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tutions  it  has  been  used  almost  indiscriminately  without  un- 
favorable result.  Among  English  surgeons  more  or  less  sep- 
tic infection  has  been  traced  to  the  use  of  cocaine  tablets.  So 
far  as  my  experience  goes,  liquid  preparations  of  cocaine  have 
produced  no  unfavorable  effects. 

Dr.  Roberts. — While  I  am  convinced  of  the  value  of  anti- 
sepsis and  asepsis,  I  am  still  of  the  opinion  that  in  eye-surgery 
neither  antisepsis  nor  anaesthesia  is  absolutely  called  for.  I 
use  them  ;  but  I  do  not  think  that  I  have  gained  so  much  from 
antiseptic  measures  in  cataract  extraction  as  in  operations  in 
general  surgery.  In  seventeen  years'  experience  in  the  prac- 
tice of  Dr.  Levis  and  of  myself,  I  have  not  seen,  I  think,  more 
than  one  case  of  sloughing  cornea  after  extraction.  Anaes- 
thesia I  believe  to  be  necessary  only  under  the  most  unusual 
instances.  Of  cocaine  we  may  indeed  use  very  little,  because 
we  actually  need  none.  The  surgeon  can,  by  preliminary 
manipulations,  teach  the  patient  to  stand  the  slight  pain  of  the 
iridectomy  and  extraction  of  the  lens. 

I  had  hoped  that  more  would  have  been  said  with  reference 
to  the  value  of  preliminary  iridectomy  and  rubbing  the  front 
of  an  immature  lens  to  hasten  maturation.  I  did  that  with  ad- 
vantage in  one  case.  In  one  case  I  extracted  an  immature 
lens.    I  had  hoped  to  hear  discussion  upon  these  points. 

The  little  wrinkle  of  clipping  the  eye  lashes  has  been  of 
service  to  me.  I  think  pain  is  often  caused  by  the  lashes  be- 
coming glued  together,  preventing  the  escape  of  mucus  and 
other  secretions.  In  these  cases,  relief  is  often  experienced 
when  a  spontaneous  gush  of  tears  take  place,  from  the  glued 
lashes  finally  giving  way  under  the  pressure  of  the  dammed 
up  fluid.  Clipping  the  lashes  prevents  this  damming  in  of  se- 
cretion. 

Instead  of  leaving  one  eye  open  being  irrational  treatment, 
it  seems  to  me  that  the  method  of  making  pressure  upon  the 
operated  eye  with  a  bandage  and  compress,  and  closing  the 
well  eye,  and  keeping  the  patient  in  bed  perfectly  blind  for 
several  days  is  the  height  of  irrational  treatment.  It  injures 
the  patient  by  causing  depression  and  nervous  irritation.  The 
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eye  recovers  more  rapidly  because  the  patient  is  made  happy 
by  the  sight  of  sunlight  and  ol  friends  about  him.  The  seal- 
ing of  the  operated  eye  encourages  inflammation  because  of 
the  imperfect  drainage. 

I  would,  therefore,  emphasize  the  following  points:  That 
the  bad  results  are  often  due,  in  the  first  place,  to  want  of 
manipulative  skill  on  the  part  of  the  surgeon;  and,  in  the  sec- 
ond place,  to  the  erroneous  method  of  dressing  employed  by 
many.  Many  blind  men  owe  their  blindness  to  the  clumsy 
surgeon  or  his  irrational  dressing.—  Medical  Progress. 


OP 


Vol.  VII.  •       MARCH,  1890.  No.  3. 


TUMORS  OF  THE  OPTIC  NERVE,   WITH  REPORT 
OF  TWO  ORIGINAL  CASES. 


BY  S.  C.  AYRES,  M.D.,  CINCINNATI,  OHIO.1  ■ 

Read  before  the  Section  of  Ophthalmology  at  the  Fortieth  Annual  Meeting  of  the 
American  Medical  Association,  June,  1889. 

Diseases  of  the  orbit  present  a  very  interesting  group.  They 
are  very  numerous,  considering  the  size  of  the  orbital  cavity 
and  its  somewhat  isolated  location.  Here  we  find  tumors  ma- 
lignant and  non-malignant  originating  in  the  orbital  cavity,  as 
well  as  growths  from  the  nasal  fossae  and  the  cerebrum,  which 
encroach  on  it  fro.n  different  directions.  Each  one  of  these 
subjects  might  well  command  our  earnest  attention,  but  I  pro- 
pose to  mention  one  class  only,  tumors  of  the  optic  nerve. 
They  are  comparatively  rare,  there  being  at  present  less  than 
seventy  cases  on  record.  With  your  permission  I  will  give  a 
hasty  resume  of  the  literature  at  my  command  on  the  subject 
and  then  give  in  detail  the  two  cases  which  have  come  under 
my  observation. 

1This  article  already  published  in  the  Journal  of  the  American  Medical  Associa- 
tion, is  here  reprinted  at  the  author's  request,  as  he  hopes  it  will  thus  reach  a  larger 
circle  of  leaders. 
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In  Vol.  xxv,  Graefe's  Archiv.,  Dr.  Willemer,  of  Gottingen, 
reports  twenty-two  cases  which  had  up  to  this  time  been  re- 
ported. These  include  nine  cases  already  reported  in  Vol.  xix 
by  Dr.  Goldzieher,  of  Heidelberg,  three  of  which  he  had  him- 
self operated  on.  He  adds  as  an  appendix  five  more  cases, 
making  twenty-seven  in  all.  He  gives  a  full  and  concise  de- 
scription of  them  macroscopically  and  microscopically,  and  an 
exhaustive  statement  of  the  various  questions  relating  to 
growth,  development,  pain,  probability  of  return,  etc.  It  is  a 
very  comprehensive  paper,  and  will  well  repay  any  one  inter- 
ested to  read  it  carefully.  Beginning  with  the  case  reported 
by  Heymann  in  1842,  he  gave  in  detail  all  the  cases  by  Roth- 
mund, Graefe,  Sichel,  Jr.,  Horner,  Brailey,  Goldzieher,  Gruen- 
ing,  Leber,  Alt,  Mauthner,  Holmes,  Forster,  and  others,  and 
gives  in  detail  two  cases  observed  by  himself. 

Dr.  A.  Vossius,  of  Konigsberg,  in  Graefe  s  Archiv.,  Vol. 
xxviii,  part  iii,  adds  a  contribution  to  the  knowledge  of  the 
true  optic  nerve  tumors,  i.  e.;  those  developed  within  the  ex- 
ternal sheath.    He  says  in  substance  as  follows: 

Among  the  twenty-seven  real  optic  nerve  tumors  described 
by  Willemer,  A.  f.  O.,  Bd.  xxv,  1,  the  sarcomata  play  the  lead- 
ing role.  These  were  partly  fibro,  partly  glio-sarcomata,  and 
most  of  them  were  combination  tumors  mixed  with  myxomatous 
tissue.  Fourteen  cases,  or  52%,  were  of  sarcomatous  character; 
six  cases,  or  23%,  were  myxomatous;  five  cases,  or  15^,  were 
fibromatous;  one  case  was  described  as  a  scirrhus  carcinoma, 
and  one  peculiar  case  was  neuroma  verum.  The  classifica- 
tion of  all  there  cases  has  been  very  arbitrary,  especially  those 
described  as  myxomata  and  fibromata. 

Imperfect  methods  of  examination  were  the  reason  for  inex- 
act classification  of  tumors  which  were  observed  in  past  years. 
Pure  myxoma  and  fibroma  may  be  considered  a  rarity. 

The  size  and  consistency  of  the  tumors  vary;  the  more  tissue 
they  contain,  the  softer  they  are.  The  external  sheath  sur- 
rounded the  tumor  in  its  entire  extent,  with  but  slight  change 
in  its  structure;  the  external  sheath  and  the  tissue  of  the  inter- 
vaginal  space  were  chiefly  involved.     The  optic  nerve  itself 
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showed  a  variety  of  conditions;  it  lay  either  unchanged  in 
the  middle,  or  more  or  less  eccentric  in  the  tumor  substance. 
On  the  other  hand  it  was  recognizable  only  at  its  commence- 
ment near  the  eyeball,  while  near  the  middle  of  its  course  it 
was  completely  lost.  Usually  only  one  eye  was  affected;  in 
rare  cases  an  extension  of  the  tumor  involved  the  intracranial 
part  of  the  nerve  as  far  as  the  chiasma.  A  case  of  von  Graefe's 
is  recorded  where  both  nerves  and  the  chiasma  were  almost 
cempletely  involved  in  a  tumor  which  extended  backwards  to 
the  pons. 

In  a  case  of  Leber's  there  was  found  a  multiple  knotty  swell- 
ing of  the  optic  nerve  in  a  normal  appearing  eye,  the  cause  of 
which  was  a  tumor  of  the  same  character  in  the  other  eye,  for 
which  the  first  eye  was  enucleated. 

The  years  of  childhood  appear  to  be  especially  predisposed 
to  the  growth  of  these  tumors;  as  is  likewise  the  case  with  the 
development  of  glio-sarcomata  of  the  retina,  it  is  probable  that 
both  these  varieties' of  tumors  take  their  origin  during  fcetal 
life.  Heiedity  has  never  been  proven  in  the  case  of  these  tu- 
mors, yet  very  frequently  their  discovery  very  soon  after  birth 
gives  reason  to  suspect  such  an  origin.  Trauma  is  frequently 
the  cause,  both  in  childhood  and  in  adult  years. 

The  first  and  constant  symptoms  of  true  optic  nerve  tumors 
is  exophthalmos,  with  slow  and  painless  development.  The 
motions  of  the  eyeball  are  not  affected  until  late,  because  the 
muscles  are  not  involved,  and  because  no  attachment  takes 
place  between  the  surfaces  of  the  eyeball  and  tumor.  A  sec- 
ond important  symptom  is  an  amaurotic  condition  of  the  eye. 
A  suppurative  keratitis  sometimes  results  from  the  exophthal- 
mos, and  finally  a  degeneration  of  the  entire  eyeball. 

A  return  of  the  tumor  following  enucleation  has  seldom  been 
observed.  Five  cases  are  reported  of  death  following  soon 
after  enucleation  from  meningitis,  and  two  cases  of  death  after 
an  interval  of  several  years  from  propagation  into  the  brain. 

The  first  case  reported  by  Vossius  was  in  a  boy,  aet.  2X\2 
years.  The  parents  say  that  a  few  weeks  after  birth  a  peculiar 
appearance  of  the  left  eye  was  noticed.     The  papilla  was  very 
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much  swollen,  of  a  whitish  color,  and  the  vessels  very  tortuous. 
The  eye  and  the  tumor  were  removed.  Microscopic  examina- 
tion proved  the  growth  to  be  a  myxosarcoma,  and  it  was  lo- 
cated in  the  inter-vaginal  space. 

His  second  case  was  a  boy,  aet.  8  years.  Exophthalmos  is 
said  to  have  arisen  the  previous  year  after  an  attack  of  whoop- 
ing-cough. There  was  white  atrophy  of  the  disc  without  indi- 
cation of  previous  neuritis.  Two  years  later  a  firm  elastic  swell- 
ing could  be  felt  below  and  behind  the  eyeball.  Motion  of 
the  eye  downward  and  outward  was  defective.  Antero-poster- 
iorly  the  tumor  measured  42  mm.,  the  greatest  height  22  mm., 
and  width  27  mm.  The  arachnoid  sheath  was  thickened,  but 
the  chief  part  of  the  tumor  arose  from  the  tissue  of  the  intra- 
vaginal  space.  A  strip  of  haemorrhage  existed  around  the  peri- 
phery close  under  the  dural  sheath.  The  color  of  the  peri- 
phery was  a  moss-green,  while  the  middle  was  yellowish  and 
lighter.  A  longitudinal  section  of  the  tumor  mass  shows  an 
intricate  fibrous  network  with  numerous  cells  and  more  or  less 
coarse  connective  tissue;  occasional  groups  of  myxomatous 
masses,  among  which  were  strongly  colored  balls  and  knotty 
masses;  no  nerve  fibres. 

In  Gaefes  Archiv.,  Vol.  xxxiv,  1888,  Prof.  Dr.  Schiess-Ge- 
museus  reports  a  case  of  total  myxosarcoma  of  the  optic  nerve 
removed  with  retention  of  the  eyeball.  It  was  in  the  person 
of  a  girl,  aet.  i2l/2  years.  In  childhood  her  parents  noticed 
that  she  could  not  open  the  right  eye  quite  as  well  as  the  left, 
but  recently  it  has  become  larger  than  its  fellow.  The  ball  is 
also  turned  downward  and  outward.  Vision  is  reduced  to  s/n 
and  the  optic  nerve  presents  a  pronounced  choked  disc.  In 
September,  1885,  three  months  after  her  first  visit  to  the  clinic, 
vision  had  been  reduced  to  6/20  and  a  hard  tumor  could  be  felt 
with  the  finger  between  the  ball  and  the  upper  edge  of  the  or- 
bit. He  decided  to  try  to  remove  the  tumor  and  save  the 
globe.  The  operation  was  a  brilliant  success  and  the  girl  still 
retains  the  eye,  and  so  far  there  has  been  no  reproduction  of 
the  tumor.  The  tumor  has  the  shape  of  a  rounded  spindle,  is 
completely  surrounded  by  a  dense  connective  tissue  capsule, 
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which  is  merely  the  external  membrane  of  the  optic  nerve 
sheath.  It  was  sausage  shaped,  surrounded  the  nerve  and 
pressed  upon  the  eyeball.  At  the  rear  end  it  passed  close  up- 
on the  optic  foramen;  the  length  of  the  nerve  enclosed  within 
the  tumor  was  37  mm.;  the  transverse  diameter  close  to  the 
ball  was  13  mm.;  its  greatest  diameter  was  20  mm.  The  sur- 
face of  the  tumor  was  covered  with  numerous  smooth  eleva- 
tions and  depressions;  the  covering  membrane  was  easily  re- 
movable from  the  substance  of  the  tumor.  A  bile-like  sub- 
stance filled  the  tumor,  resembling  more  a  secretion  than  a  tis- 
sue. Microscopically  the  tumor  shows  a  number  of  circular 
or  rod-shaped  nuclei,  with  here  and  there  some  fine  free  fat 
cells.  The  whole  seems  to  be  composed  of  a  more  or  less 
dense  fibrous  mass  of  uncommonly  long,  fine,  delicate  fibres 
most  of  them  containing  somewhat  oblong  nuclei,  others  more 
round  and  occasionally  quite  long,  rod-like  nuclei;  in  general, 
each  fibre  contained  one  nucleus.  The  dural  membrane  en- 
closes the  tumor  with  an  average  thickness  of  6/15  mm.;  pro- 
cesses extend  into  the  body  of  the  tumor  from  the  dural  sheath. 
The  optic  nerve  fibres  are  everywhere  sharply  defined  from  the 
fibres  of  the  tumor.  The  tumor  is  developed  between  the  inner 
and  the  outer  nerve  sheaths.  The  thickness  of  the  pial  mem- 
brane varies  from  0.6  to  0.12  mm.  The  integrity  of  the  optic 
nerve  is  remarkably  preserved;  no  trace  of  fatty  degeneration 
Conclusions. — The  pathological-anatomical  examination 
shows  with  certainty  that  the  tumor  is  not  a  neuroma,  and  that 
the  nerve  in  its  pial  sheath  is  nowhere  involved,  the  tumor  be- 
ing developed  between  the  pial  and  dural  membranes.  Pene- 
trating all  through  the  fibrous  structure  of  the  tumor  are  very 
numerous  blood-vessels  having  very  thick  walls.  In  many 
places  there  are  cedematous  spots.  The  growth  of  the  tumor 
around  the  nerve  was  not  everywhere  equal  in  thickness,  the 
nerve  lying  in  some  parts  of  its  course  against  the  dural  sheath, 
in  others  in  the  middle  of  the  tumor.  The  tumor  has  much 
similarity  to  those  described  by  Wiilemer  and  Vossius  as  myx- 
osarcomata  (A.  f.  O  ,  Bd.  xxv  and  Bd.  xxviii).  The  great  vas- 
cularity and  the  thickness  of  the  vessel  walls  are  very  charac- 
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teristic;  the  entire  tumor  must  have  originated  with  a  slow 
growth  from  the  fibres  of  the  arachnoid.  It  is  remarkable  to 
find  the  optic  nerve  retaining  so  nearly  its  normal  condition, 
surrounded  as  it  is  intimately  by  a  growth  of  such  size  and 
character.  The  pial  sheath  is  broken  through  by  the  growth 
of  the  tumor  in  only  a  few  places.  The  macroscopical  form  is 
similar  to  those  described  by  Willemer  and  Vossius — spindle- 
form;  the  contents  a  soft  oozing  mass. 

The  pathological-anatomical  condition  explains  fully  the 
reason  of  the  varying  state  of  the  vision  during  the  develop- 
ment of  the  tumor.  The  nerve,  surrounded  as  it  was  by  a  soft 
very  vascular  mass,  suffered  occasional  compression,  in  conse- 
quence of  which  the  choked  disc  was  to  be  seen  without  the 
ophthalmoscope. 

The  present  case  is  especially  interesting  owing  to  the  pres- 
ervation of  the  eyeball.  Knapp  was  the  first  who  removed  a 
similar  tumor  without  sacrificing  the  globe,  but  the  eyeball 
was  lost  later  through  suppurative  keratitis.  Dr.  Gruening, 
however,  had  a  successful  case,  but  the  tumor  was  a  small  one 
(size  of  a  hazelnut)  and  situated  close  to  the  eyeball. 

Mr.  Geo.  Lawson,  in  the  Royal  London  Ophthalmic  Hospi- 
tal Reports  for  January,  1888,  reports  a  case  of  tumor  of  the 
optic  nerve,  which  he  says  is  the  third  one  which  has  occurred 
in  his  practice. 

In  the  reports  of  the  hospital  for  August,  1882,  is  the  first 
case.  Here  he  says  that  "tumors  of  the  nerve  are  compara- 
tively rare  and  may  occur  in  two  ways:  First,  they  may  be 
external  to  the  nerve  fibres  and  spring  from  the  dural  sheath 
of  the  nerve;  second,  they  may  grow  from  within  the  nerve, 
being  intimately  associated  with  the  connective  tissue  between 
the  nerve  fibres  and  constituting  a  neuroma."  He  then  report 
and  illustrates  a  case  where  the  growth  originated  from  the 
dural  sheath  of  the  nerve."  In  the  same  number  of  the  Reports 
is  a  case  of  so-called  "spurious  neuroma"  of  the  optic  nerve, 
reported  by  Dr.  J.  W.  Hulke.  He  says  that  "post-ocular  intra- 
orbital tumors  of  the  optic  nerve  and  of  the  sheath  are  of  such 
r.ire  occurrenc  that  the  following  case  appears  worthy  of  per- 
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manent  record.  The  extremly  slow  rate  or  increase  of  the  pro- 
ptosis, indicative  of  correspondingly  slow  growth  of  the  tu- 
mor, and  the  relative  freedom  of  the  movements  of  the  eyeball, 
together  with  the  normal  appearance  of  the  fundus  oculi,  had 
inclined  me  to  regard  exostosis  as  the  most  probable  cause  of 
the  proptosis,  and  to  reject  as  improbable  a  sarcoma  or  carci- 
noma of  the  orbital  walls  or  optic  nerve.  This,  however,  proved 
erroneous." 

The  case  is  as  follows:  Caroline,  set.  19  years,  a  thoroughly 
healthy-looking  brunette,  was  admitted  on  July  6,  1 88 1,  into 
the  Middlesex  Hospital.  She  had  extreme  proptosis  of  the 
right  eyeball  to  the  extent  that  even  with  a  strong  effort  she 
could  not  close  the  eyelids,  and  sometimes  in  the  attempt  they 
slipped  behind  the  eyeball.  This  occasionally  happened  in 
the  act  of  winking,  and  it  was  so  painful  to  her,  and  the  effect 
so  distressing  to  those,  about  her,  that  she  shunned  society  and 
was  rendered  more  unhappy  by  this  than  by  the  loss  of  sight. 
The  eyeball  moved  consensually  with  the  other,  and  nothing 
unnatural  could  be  felt  within  the  borders  of  the  orbit  by 
pressure  through  the  eyelids.  Vision  was  reduced  to  quanti- 
tative perception  of  light.  With  the  ophthalmoscope  nothing 
unnatural  was  discernable  in  the  optic  nerve  or  retina.  The 
external  aspect  of  the  eyeball  was  perfectly  natural. 

History. — An  elder  sister  who  accompanied  her  said  that  the 
unnatural  prominence  of  the  eyeball  began  to  be  noticed  in 
her  sixth  year,  and  that  its  increase  has  been  very  gradual  and 
unattended  with  pain,  but  with  progressive  loss  of  sight. 
'  The  eyeball  and  the  tumor  were  therefore  removed  together, 
the  optic  nerve  being  severed  close  to  the  foramen  opticum. 
The  tumor  was  firm,  of  a  spherical  outline,  in  size  about  one- 
third  less  than  that  of  the  eyeball,  from  which  it  was  separated 
by  a  portion  of  seemingly  healthy  optic  nerve  somewhat  more 
than  half  an  inch  long.  The  extremely  slow  growth  of  the 
tumor  (dating  its  beginning  from  the  time  when  the  protrusion 
of  the  eyeball  was  first  noticed)  is  a  remarkable  circumstance, 
and  one  well  calculated  to  lead  to  a  mistake  in  diagnosis. 

Structure. — The  short  piece  of  nerve  that  intervenes  between 
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the  eyeball  and  the  tumor  is  folded  on  the  latter  in  such  a  way 
that  the  two  bodies  lie  almost  in  apposition.  Except  for  some 
thickening  the  dural  sheath  passes  unchanged  over  the  mass, 
but  the  loosely  arranged  fibres  of  the  intervaginal  space  are 
enormously  increased  in  the  neighborhood  of  the  entrance  of 
the  nerve  into  its  front  part.  They  also  bear  far  more  nuclei 
than  normal.  Towards  the  center  of  the  tumor  they  gradually 
become  replaced  by  an  imperfectly  fibrillated  tissue  containing 
numerous  cell  elements,  of  which  the  majority  are  small,  per- 
haps .005  mm.  in  diameter.  All  gradations  of  size  are  found 
up  to  the  largest,  which  are  .026  mm.  in  diameter,  oblong,  and 
perhaps  slightly  drawn  out  at  the  ends,  with  several  dot-like 
nuclei  and  numerous  granules.  The  pial  sheath  and  nerve 
fibres  lose  themselves  in  approaching  the  center  of  the  tumor. 
The  new  growth  appears  to  be  a  sarcoma  taking  its  rise  in  the 
loose  tissue  of  the  intervaginal  space,  most  probably  from  the 
nucleated  cells  found  upon  its  fibres. 

In  the  journal  referred  to  above  Mr.  Lawson  says:  "Tumors 
of  the  optic  nerve  behind  the  eye,  but  within  the  orbit,  are 
rare.  In  my  own  practice  this  is  only  the  third  case  I  have 
had.  The  first  case  was  recorded  in  the  Ophthalmic  Hospital 
Reports,  Vol.  x,  p.  296;  the  second  in  the  fifth  edition  of  my 
'Manual  of  Diseases  and  Injuries  of  the  Eye,'  p.  238;  and  the 
third  is  the  case  I  have  now  to  relate.  In  each  of  these  the 
eye  was  blind. 

"The  symptoms  in  the  following  case  were  sufficiently  pro- 
nounced to  enable  me  to  suggest  that  the  growth  in  the  orbit 
was  probably  a  tumor  of  the  optic  nerve  behind  the  eye.  They 
were:  A  protrusion  of  the  eye  downwards  and  forwards,  but 
the  proptosis  of  only  a  moderate  degree;  steady  loss  of  sight, 
first  noticed  with  the  commencement  of  the  proptosis  and 
terminating  in  complete  blindness. 

"The  prominent  symptoms  which  seem  to  indicate  tumor 
connected  with  the  optic  nerve  are  proptosis,  with  early  im- 
pairment of  vision.  The  loss  of  sight  in  orbital  tumors  not 
connected  with  the  optic  nerve  is  caused  either  by  the  stretch- 
ing of  the  optic  nerve  from  the  proptosis,  or  by  the  pressure 
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of  the  growth  on  the  nerve.  There  is  seldom  complete  blind- 
ness unless  the  growth  by  its  side  has  destroyed  the  functions 
of  the  optic  nerve  either  by  pressure  or  stretching.  In  this 
patient  the  defect  of  sight  was  an  early  symptom,  which  pro- 
gressed to  blindness  before  there  was  a  sufficient  stretching  of 
the  optic  nerve  to  account  for  it,  or  a  large  enough  growth  in 
the  orbit  to  produce  it  by  pressure.  Lastly,  with  the  oph- 
thalmoscope there  was  seen  white  atrophy  of  the  optic  nerve, 
with  enlarged  retinal  veins,  evidently  due  to  the  pressure  of  a 
tumor  on  the  nerve,  and,  from  its  comparatively  small  size, 
probably  directly  connected  with  it. 

"Edward  R.,  aet.  12  years,  admitted  July  25,  1587. 

"History. — Two  months  ago  his  left  eye  was  first  noticed  to 
be  'larger'  than  his  right;  since  that  time  it  has  gradually  in- 
creased and  the  sight  has  gradually  failed  in  it.  He  has  not 
had  any  pain  in  the  eye,  but  headache,  frontal  and  behind  the 
ear  on  his  left  side,  at  times. 

"State  on  Admission. — Left  eye  proptosed  and  misplaced 
forward  and  downward;  movements  of  eyeball  good.  At  the 
upper  and  inner  part  of  the  orbit  is  felt  a  hard  mass  extending 
backward  in  close  contact  to  the  roof  of  the  orbit.  There  is 
no  nasal  obstruction  or  deafness,  no  posterior  palatine  growth, 
and  no  glandular  enlargement.  He  has  no  perception  of  light 
with  the  left  eye;  the  pupil  is  inactive  to  light.  By  ophthal- 
moscopic examination  the  disc  is  seen  to  be  white  and  the 
margin  blurred,  the  veins  big  and  tortuous  and  obliterated  in 
places  near  the  margin  of  the  disc.  T.  n.  The  right  eye  is 
normal. 

"He  introduced  a  speculum  between  the  lids  and  excised 
the  eye  with  the  tumor  around  the  nerve  en  masse.  Behind 
the  globe,  which  upon  examination  presented  nothing  unusual, 
was  a  tumor  surrounding  the  optic  nerve  and  extending  back- 
wards from  the  sclerotic  a  distance  of  2  ;  mm.  In  its  widest 
part  its  diameter  was  18.5  mm.  Irregularly  pear-shaped,  with 
the  smaller  end  forwards  and  with  a  lobulated  surface,  it  was 
entirely  enclosed  in  the  optic  nerve  sheath.  At  the  posterior 
limit  of  the  growth,  where  the  nerve  emerged,  it  and  the  sheath 
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were  in  contact,  but  the  nerve  was  somewhat  thickened.  The 
tumor  was  fairly  firm  to  the  touch,  and  near  its  anterior  end 
were  felt  one  or  two  small  cysts  beneath  the  capsule. 

"Microscopical  Examination. — The  new  growth  is  a  sarcoma 
of  loose  connective  tissue  type,  which  in  parts  is  undergoing 
myxomatous  degeneration.  In  those  parts  which  are  ap- 
parently free  from  this  change  the  stroma  is  finely  fibrous  and 
forms  in  places  a  delicate  reticulum  resembling  that  met  with 
in  lympho-sarcoma,  with  this  difference,  that  there  are  no  cells 
in  the  meshes.  Throughout  the  growth  the  cells  are  very 
loosely  arranged  and  there  are  no  clumps  of  cells,  such  as  are 
usually  met  with  in  the  true  myxo-sarcomata.  The  cells  are 
round  and  oval,  but  the  former  largely  predominate.  No 
spindles  were  found.  There  are  numerous  small  areas  of 
myxomatous  degeneration,  but  in  no  section  were  there  found 
the  translucent  spherules  described  in  tumors  like  this  one  by 
Vossius,  Leber  and  others.  A  few  vessels  in  the  growth  show 
marked  hyaline  degeneration  of  their  walls,  which  are  greatly 
thickened  and  their  lumen  almost  obliterated;  but  in  none  of 
the  sections  examined  were  there  any  hyaline  appendages  to 
the  degenerated  vessels. 

"Scattered  through  the  optic  nerve  are  large  numbers  of  cells, 
which  are  identical  in  appearance  with  the  cells  of  the  new 
growth.  The  nerve  fibres  show  little  if  any  change,  but  the 
trabecular  are  thickened.  The  pial  sheath  can  be  traced  un- 
broken over  the  thickened  nerve,  but  it  is  being  invaded  by 
the  tumor  cells.  The  dural  sheath,  which  is  but  loosely  at- 
tached to  the  tumor,  is  not  implicated.  Though  it  is  impossi- 
ble to  tell  with  certainty  the  site  of  origin  of  the  tumor,  it  is 
most  probable  that  it  grew  from  the  connective  tissue  of  the 
inner  sheath,  or  from  the  loose  tissue  of  the  intersheath 
space." 

Wolfheim,  in  his  inaugural  dissertation,  December,  1887, 
Koenigsberg,  collects  together  the  cases  of  tumors  of  the  optic 
nerve  which  have  up  to  that  time  been  published  (42  cases  up 
to  1884).  He  adds  to  them  those  of  which  up  to  this  time  no 
mention  has  been  made  since  1884.    He  gives  a  detailed  ac- 
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count  of  a  new  case,  so  that  the  total  number  of  published 
cases  amount  to  61.  The  sarcomata  were  the  most  numerous  , 
amounting  to  49. 

The  new  case  was  as  follows:  It  was  in  the  person  of  an 
eight-year-old  boy,  in  whom  the  left  eye  had  become  gradually 
more  prominent.  There  was  pronounced  swelling  of  the  pa- 
pilla. On  the  temporal  half  of  the  papilla,  at  the  junction  of 
some  small  blood-vessels,  lay  three  small,  round  haemorrhages. 
Digital  exploration  of  the  orbit  revealed  a  firm  tumor  probably 
connected  with  the  optic  nerve,  of  an  irregular  surface,  which 
extended  back  to  the  region  of  the  optic  nerve.  The  optic 
nerve  was  severed  close  to  the  optic  foramen  and  removed 
with  the  globe. 

The  tumor  began  7  mm.  behind  the  globe  and  presented  a 
post-horn-shaped  outline.  The  length  of  the  growth  was  27.5 
mm.,  its  breadth  21  mm.,  and  its  height  in  the  middle  24  mm. 
The  growth  was  covered  with  a  strong  capsule,  which  consti- 
tuted the  immediate  continuation  of  the  dural  sheath  of  the 
optic  nerve.  When  incised  it  presented  a  homogeneous  ap- 
pearance. The  result  of  the  microscopic  examination  showed 
it  to  be  a  genuine  spindle-celled  sarcoma  with  partial  myxo- 
matous degeneration.  At  the  same  time  it  was  very  vascular 
and  filled  not  only  the  sub-dural  space,  but  had  extended  from 
the  pial  sheath  into  the  nerve  itself,  and  apparently  had  in- 
serted itself  in  the  trabecular,  projecting  into  the  trunk  of  the 
nerve. 

In  the  Journal  of  the  American  Medical  Association,  Decem- 
ber 10,  18S7,  Dr.  George  E.  Frothingham  reports  two  cases  of 
tumor  of  the  optic  nerve  occurring  in  young  people,  one  a  lad 
set.  7  and  the  other  a  girl  ait.  17  years.  In  both  the  eyes  were 
enucleated  with  the  tumors.  In  one  case  there  was  a  papilli- 
tis, in  the  other  there  was  not. 

In  the  case  of  the  boy  the  tumor  involved  the  entire  sub- 
stance of  the  optic  nerve  from  the  foramen  to  the  globe.  It 
was  l5/«  in-  in  its  long,  and  in.  in  its  short  diameter.  In  the 
other  case  it  was  not  quite  so  large,  and  the  ocular  end  of  the 
nerve  was  free  for  about  half  an  inch.  Both  were  round-celled 
sarcomata.    No  return  to  date. 
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In  the  American  Journal  of  Ophthalmology,  Vol.  i,  1884, 
p.  243,  Dr.  Aub  reports  a  case  of  myxosarcoma  of  the  optic 
nerve.  It  was  in  the  person  of  a  married  woman,  age  not 
given.  The  microscopic  examination  was  made  by  Dr.  Alt, 
of  St.  Louis.  He  says  it  consists  chiefly  of  spindle-shaped  and 
stellated  cells.  In  many  parts  of  the  growth  the  mucoid  sub- 
stance is  accumulated  in  the  form  of  smaller  and  larger  cysts 
of  irregular  and  round  shape. 

I  come  now  to  the  first  of  my  own  cases:  J.  D.,  aet.  12  years, 
was  seen  for  the  first  time  July  18,  1886.  He  said  the  right 
eye  had  been  amblyopic  since  last  spring.  There  was  no  his- 
tory of  trauma  and  he  had  not  suffered  any  pain,  but  had  con- 
tinued in  school  all  the  time  until  impairment  of  vision  and 
probably  diplopia  had  attracted  his  attention  to  the  eye. 
There  was  a  slight  exophthalmos  and  vision  was  reduced,  + 
T.i.  The  media  were  clear.  There  was  well-marked  optic  neu- 
ritis, the  disc  was  swollen  and  quite  prominent,  and  the  vessels 
upon  it  obscured.  Vision  was  reduced  to  the  perception  of 
shadows  of  the  hand  outward.  As  there  was  no  reason  to  sug- 
gest or  recommend  an  immediate  operation,  I  put  him  on  a 
course  of  kali.  iod.  and  ordered  him  to  come  back  again  in  a 
month. 

In  August  his  vision  was  slightly  better;  he  could  count  fin- 
gers at  one  foot.  I  saw  him  again  in  October,  and  his  vision 
had  improved  to  counting  fingers  at  five  feet.  The  swelling  of 
the  optic  disc  had  subsided  considerably,  but  there  were  evi- 
dences of  optic  nerve  atrophy  coming  on. 

I  did  not  see  the  patient  again  until  April  5,  1888.  At  this 
time  there  was  a  marked  change  in  the  appearance  of  the  eye. 
Vision  was  entirely  obliterated  and  there  was  atrophy  of  the 
optic  disc.  There  was  proptosis  of  the  eye,  and  a  tumor  or 
growth  of  some  kind  could  be  felt  in  the  upper  and  outer  por- 
tion of  the  orbit.  It  felt  firm  but  somewhat  elastic.  Motility 
of  the  eye  was  unimpaired.  April  9,  I  made  the  operation, 
hoping  that  I  might  be  able  to  remove  the  tumor  and  save  the 
globe.  I  made  a  free  incision  through  the  conjunctiva  parallel 
with  the  external  rectus  muscle,  and  then  another  incision 
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close  to  the  cornea  at  right  angles  to  it,  severing  the  external 
rectus  muscle,  leaving  a  little  stump  attached  to  the  sclera,  in 
case  I  should  want  to  unite  the  cut  ends  of  the  muscle.  After 
passing  my  finger  along  the  tumor  and  exploring  its  location 
and  size  as  well  as  I  could,  I  became  convinced  that  it  would 
be  impossible  to  save  the  globe  and  remove  the  tumor. 

I  then  proceeded  to  remove  the  globe  and  a:terward  the 
tumor.  There  were  no  special  difficulties  in  the  case  and  the 
globe  was  severed  close  to  the  optic  foramen. 


Macroscopic  Appearance. — The  tumor  was  spindle-shaped,  or 
rather  sausage-link-shaped.  It  was  quite  regular  in  outline  and 
was  enclosed  in  a  thick,  firm  capsule.  Its  outer  surface  pre- 
sented a  wrinkled  or  corrugated  surface.  It  was  28  mm.  in 
length,  and  20  mm.  in  diameter  at  the  thickest  portion.  It  was 
.quite  firm  and  solid.    (See  Fig.  1). 

Microscopical  Examination  by  Dr.  James  M.  French. — Prepar- 
atory to  microscopic  examination,  the  specimen  was  hardened 
in  Mueller's  fluid  and  absolute  alcohol.  Sections  were  then 
cut  '/so,,  inch  in  thickness  and  part  of  them  stained  in  haema- 
toxyline,  part  in  alum-carmine. 

On  examination  the  growth  was  found  to  be  a  sarcoma  of 
the  small  round-celled  variety,  very  vascular  and  in  some  parts 
supported  by  an  abundance  of  fibrous  tissue,  but  for  the  most 
part  exhibiting  a  large  amount  of  mucoid  tissue,  and  conse- 
quently belonging  to  the  class  designated  "myxosarcomata." 

The  tumor  mass  completely  surrounded  the  optic  nerve, which 
still  remained  visible,  even  to  the  unaided  eye,  at  a  point  near 
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the  centre  of  the  transverse  section.  The  small  round  cells 
which  constituted  the  most  striking  feature  of  the  growth  were 
of  nearly  uniform  size,  measuring  from  about  3.5  !>-  to  5-0  :>-, 
each  containing  a  distinct  nucleus  and  more  or  less  gran- 
ular protoplasm.  The  intercellular  spaces  are  filled  by  a  col- 
orless, translucent  substance,  in  some  parts  amorphous,  but  in 
most  parts  marked  by  exceedingly  delicate  fibrillation.  In  the 
more  translucent  regions  were  found  in  considerable  numbers 
the  indistinct  fusiform  and  stellate  cells  with  long,  delicate 
prolongations  characteristic  of  mucoid  tissue. 

Fibrous  tissue  bands  of  variable  width  subdivided  the  neo- 
plasm into  numerous  compartments  of  varying  size,  but  never 
very  large.  In  these  the  cells  rested  without  definite  arrange- 
ment. The  fibrous  tissue  is  everywhere  very  vascular.  In 
some  places  the  blood-vessels  are  of  large  size  with  firm  mus- 
cular walls;  in  others  mere  spaces  without  defined  walls.  As 
in  all  sarcomata,  these  blood-spaces  are  abundant  in  the  cellu- 
lar portion  of  the  tumor,  appearing  like  narrow  channels 
washed  through  the  mass  of  cellular  tissue.  Along  the  course 
of  the  blood-vessels,  particularly  those  of  comparatively  large 
size,  pigment  has  been  deposited,  partly  as  a  diffused  yellow- 
brown  stain,  partly  in  a  granular  form.  In  some  places  this 
discoloration  is  decided,  in  others  but  very  slight. 

The  optic  nerve  was  found  invested  in  a  much  thickened 
pial  sheath  which  completely  separated  it  from  the  surround- 
ing neoplasm.  The  nerve  had,  however,  undergone  marked 
degenerative  change.  The  fibrous  tissue  envelope  of  the  nerve 
fibres  (neurilemma)  had  undergone  a  decided  thickening  (scle- 
rosis), producing  an  equally  decided  atrophy  on  the  nerve  fi- 
bres. Scattered  throughout  the  substance  of  the  nerve  were  a 
large  number  of  amylaceous  bodies,  some  of  which  were  intact 
and  exhibited  the  characteristic  parallel  lines,  others  had  been 
fractured,  probably  in  the  preparation  of  the  specimen. 

The  tumor  had  for  its  envelope  the  external  fibrous  sheath 
of  the  optic  nerve.  This  had,  however,  undergone  decided 
thickening,  and  was  so  loosely  attached  to  the  neoplasm  that 
a  considerable  portion  of  it  was  unavoidably  detached  in  the 
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preparation  of  the  specimen  for  microscopical  study.  In  addi- 
tion to  the  increase  in  thickness  of  this  sheath,  there  was  a 
very  manifest  increase  in  the  number  and  size  of  the  blood- 
vessels. Numerous  pigmentary  deposits  were  also  found,  and 
in  a  few  places  cyst-like  openings.  In  some  portions  there 
were  also  evidences  of  the  extension  of  the  neoplasm  into  the 
meshes  of  the  fibrous  tissue;  it  was  nowhere  found,  however, 
to  have  involved  the  entire  thickness  of  the  sheath. 

The  appearances  obtained  from  a  longitudinal  section  of  the 
growth  were  not  materially  different  from  those  just  described. 
The  alveolar  spaces,  if  such  they  could  be  called,  presented  a 
little  greater  average  length,  showing  that  the  bands  of  fibrous 
tissue  forming  their  walls  to  a  certain  extent  followed  in  its 
course  the  long  axis  of  the  growth. 

The  fibrous  tissue  envelope  of  the  neoplasm  was  found  to  be 
continuous  at  the  extremities  of  the  tumor  with  the  dural 
sheath  of  the  nerve,  thus  supporting  the  supposition  that  the 
growth  originated  in  the  connective  tisse  of  the  nerve  sheath. 
There  has  been  no  return  of  the  tumor  up  to  date. 

My  second  case  was  in  the  person  of  a  young  lady.  Miss 
Nellie  S.,  set.  22  years,  a  strong,  well  developed  young  woman 
in  excellent  health,  when  eight  years  old  fell  while  playing  on 
the  ice  and  struck  the  back  of  her  head.  She  was  insensible 
for  a  short  time  and  there  was  tenderness  in  the  back  of  the 
head  which  continued  for  three  months  afterward.  About  two 
years  later  she  had  an  attack  of  malarial  fever;  there  was  some 
swelling  and  oedema  of  the  lids,  and  while  testing  her  vision 
she  discovered  that  her  right  eye  was  nearly  blind. 

I  saw  her  first  in  1880,  about  seven  years  after  the  accident 
above  referred  to.  At  that  time  there  was  atrophy  of  the  optic 
disc  and  vision  was  reduced  to  nil.  There  was  a  slight  promi- 
nence of  the  eye  and  a  slight  divergence.  There  was  no  pain, 
and  the  eye  gave  her  no  inconvenience  except  from  loss  of 
vision. 

I  have  seen  her  from  time  to  time  up  to  the  present 
year,  and  there  has  been  a  gradual  increase  in  the  prominence 
of  the  eye.    There  have  also  been  shooting  pains  occasionally 
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in  the  orbit  and  in  the  right  side  of  the  head,  which  have  in- 
creased recently.  The  eye  now  stands  about  7  mm.  in  ad- 
vance of  its  fellow.  The  motions  are  perfeet  in  all  directions, 
and  it  is  not  possible  to  detect  any  tumor  by  pressing  the  fin- 
ger between  the  walls  of  the  orbit  and  the  globe.  The  ball 
cannot  be  pressed  into  the  orbit. 


I  made  the  operation  March  9,  1889.  After  severing  all  the 
muscles,  I  found  that  the  growth  was  very  firmly  attached  to 
the  apex  of  the  orbit  and  it  was  with  some  difficulty  that  I  de- 
tached it.  It  came  out  entirely,  leaving  the  bony  wall  of  the 
orbit  smooth.  There  was  a  mild  orbital  cellulitis  following  it 
but  it  seemed  to  subside  quietly  and  she  returned  home  in 
about  ten  days.  After  her  return  home  she  seemed  to  do 
well  for  about  two  weeks  when  she  was  attacked  with  typhoid 
fever  from  which  she  died  about  six  weeks  after  the  oper- 
ation. 

Macroscopical  appearance  of  the  tumor:  (See  Fig.  2) 
It  was  triangular,  or  rather  irregularly  pyramidal  in  shape. 
The  base  of  the  pyramid  was  attached  to  the  inner  wall 
of  the  orbit.  The  growth  was  enclosed  in  a  strong  cap- 
sule which  presented  a  uniformly  smooth  surface  except 
inward  where  there  were  three  small  elevations  or  nod- 
ules. It  appeared  as  if  the  tumor  had  made  an  attempt 
to  perforate  the  capsule  at  these  points.  The  optic  nerve 
was  not  involved  for  a  distance  of  8  mm.  from  the  globe. 
The  base  of  the  tumor  (the  portion  attached  to  the  bone) 
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measured  25  mm.  in  length  and  14  mm.  in  breadth.  The  sur- 
face measurement  of  the  tumor  on  its  longest  side  was  40  mm. 
and  its  shortest  20  mm.  It  measured  20  mm.  in  thickness. 
Macroscopically  it  presented  a  pinkish  grey  color  and  was  of 
homogeneous  consistency. 

Macroscopical  examination:  The  specimen  after  being  thor- 
oughly hardened  was  first  cut  transversely  at  a  point  near  its 
middle.  Ocular  examination  of  the  cut  surface  revealed  an  al- 
most homogeneous  mass;  a  few  linear  subdivisions  were  how- 
ever visible  on  close  inspection.  No  evidence  of  the  optic 
nerve  could  be  discovered.  The  tumor  was  enveloped  in  a  thin 
fibrous  capsule  which  was  manifestly  continuous  with  the  ex- 
ternal sheath  of  the  optic  nerve  projecting  from  its  extremity. 

Microscopic  examination  showed  the  tumor  was  a  myxo-sar- 
coma,  the  cellular  elements  of  which  were  of  the  small  spindle 
variety.  The  cells  throughout  the  greater  part  of  the  section 
were  closely  aggregated  with  a  very  little  inter-cellular  tissue, 
and  this  was  for  the  most  part  amorphous  in  character.  The 
growth  was  however  sub-divided  into  numerous  small  and  very 
irregular  compartments  by  delicate  bands  of  fibrous  tissue. 
These  supported  blood  vessels  of  embryonic  character.  Similar 
blood-vessels  or  channels  were  visible  throughout  the  cellular 
masses.  The  growth  was  not,  however,  remarkable  for  its  vas- 
cularity. The  course  of  the  spindle  cells  was  peculiar  and  in- 
teresting. In  some  portions  of  the  growth  cells  were  seen 
which  had  been  cut  longitudinally  and  therefore  appeared  as 
perfect  spindles,  and  in  other  portions,  as  is  usually  the  case, 
cells  had  been  cut  obliquely  or  transversely,  causing  them  to 
appear  oval  or  round. 

In  one  portion  of  the  growth  corresponding  to  the  central 
region  of  the  tumor,  there  was  a  peculiar  circular  or  whorled 
arrangement  of  the  cells,  The  center  of  these  whorls  was 
found  to  be  the  axis  cylinder  of  an  optic  nerve  fibre.  These 
fibres  were  found  so  widely  separated  that  the  space  occupied  by 
the  remains  of  the  nerve  was  more  than  four  times  the  normal 
diameter  of  the  optic  nerve.  The  nerve  fibres  had  undergone 
marked  atrophy.      Numerous  amylaceous  bodies  were  also 
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present  in  the  same  region  of  the  tumor.  The  pial  sheath  of 
the  optic  nerve  had  been  so  incorporated  with  the  new  formed 
tissues,  or  so  completely  replaced  by  them  as  to  be  indistin- 
guishable. 

In  the  longitudinal  sections  the  appearances  were  not  mater- 
ially different  from  those  observed  in  the  transverse  cut,  so  far 
as  the  neoplasm  was  concerned.  There  was  abundant  cor- 
roberative  evidence  of  the  persistence  of  nerve  fibres  in  the  re- 
gion of  the  growth  that  has  been  described.  The  mucoid  tis- 
sue seen  in  the  transverse  section  was  even  more  apparent  in 
the  longitudinal,  resembling  in  some  parts  broad  bands  trans- 
lucent tissue  with  a  few  nucleated  cells  and  in  some  instances 
surrounding  small  islands  of  neoplastic  cells. 

The  external  sheath  of  the  growth  was  found  to  be  continu- 
ous with  that  of  the  optic  nerve  and  there  was  no  evidence  of 
its  having  been  invaded  by  the  disease. 

The  two  cases  I  have  observed  resemble  several  of  those  al- 
ready reported,  but  especially  those  of  Schiess-Gemeseus  and 
Mr.  Lawson.  In  the  case  of  the  former  however  the  macro- 
scropic  appearance  was  very  unlike  that  of  the  most  if  not  all 
of  the  cases.  He  says  that  a  bile-like  substance  filled  the  tu- 
tumor,  resembling  more  a  secretion  than  a  tissue.  In  nearly 
all  the  cases  the  tumor  was  firm  and  elastic  if  not  quite  solid. 

I  have  added  to  the  sixty-one  cases  reported  by  Wolfheim, 
six  new  cases,  viz:  one  by  Mr.  Lawson;  two  by  Frothingham; 
one  by  Aub,  and  two  from  my  own  practice.  All  of  these  but 
one  (that  by  Aub)  occurred  in  young  persons,  and  in  this  one 
the  age  is  not  given. 

Two  of  these  six  cases  may  be  classed  with  the  sarcomata, 
and  four  with  the  myxo-sarcomata.  The  number  reported  to 
date  do  not  furnish  sufficient  data  from  which  to  draw  any  very 
definite  conclusion  as  to  pathology  and  prognosis.  There  has 
been  heretofore  a  somewhat  arbitrary  classification  of  these 
cases,  but  the  present  exhaustive  and  critical  microscopic  ex- 
amination will  place  each  case  where  it  belongs. 

We  may  say  in  general  that  thesj  tumors  occur  more  fre- 
quently in  the  young,  that  they  are  very  slo.v  of  growth  (as  il- 
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lustrated  by  my  second  case),  that  they  are  sometimes  congen- 
ital as  in  the  case  reported  by  Vossius,  and  that  they  may  be 
of  traumatic  origin. 

Microscopically  they  are  sarcomata  or  myxo  sarcomata.  One 
of  the  prominent  symptoms  to  aid  in  differentiating  between  a 
tumor  of  the  optic  nerve  and  a  sarcoma  of  the  orbit,  is  the 
almost  unimpaired  motility  of  the  ocular  muscles  in  the  former. 


CLINICAL  CASES  AT  THE  NEW  AMSTERDAM 
EYE  AND  EAR  HOSPITAL,  NEW  YORK. 

THOS.  R.  POOLEY,  M.  D.,  NEW  YORK, 
Surgeon-In-Chief 

Reported  by  E.  A.  Kirkpatrick,  M.D.,  Resident  Surgeon. 

I.  Traumatic  Mydriasis. — David  C,  aet.  25  years,  entered  the 
dispensary  on  January  29,  having  been  struck  in  the  right  eye 
with  a  piece  of  wood  a  half  hour  previously.  His  condition 
was  as  follows:  R.V.='20/XX;  L.V.=20/x\-;  slight  abrasion  of  the 
right  upper  lid,  a  dilated  pupil  which  did  not  respond  to  light 
and  which  was  associated  with  a  moderate  hyphaema.  The 
pupil  was  perfectly  round,  showing  that  the  stretching  and 
paralysis  involved  the  whole  muscular  tissue  of  the  iris  and 
not  a  part  which  causes  an  irregular  dilitation,  the  rule  in  my- 
driasis from  a  blow  upon  the  globe.  The  cornea  was  clear, 
the  sclera  uninjured,  the  field  good  and  no  paresis  of  accom- 
modation. Eserine  was  used  locally  for  a  day  or  two  but  was 
afterward  discontinued.  The  patient  was  under  observation 
for  three  weeks  and  at  the  end  of  this  time  both  the  mydriasis 

and  hyphaema  had  entirely  disappeared.     R.V.='20/Xv;  L.V. 

— 20/ 

II.  Sympathetic  Irritation  Excited  by  Phthisis  Bidbi. — Mary 
G.,  aet  30  years,  was  admitted  to  the  hospital  February  5,  with 
phthisis  bulbi  and  iridocyclitis  of  the  right  eye  accompanied 
by  sympathetic  irritation  of  the  left.  The  patient  gives  a  his- 
tory of  having  suffered  at  the  age  of  ten  from  measles  followed 
by  inflammation  in  the  right  eye  which  resulted  in  complete 
loss  of  vision  for  that  eye.  No  history  of  trauma  but  there  is 
of  perforation.    After  a  prolonged  quiescence — a  period  of 
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seventeen  years — the  lost  eye  began  to  be  sensitive,  a  condi- 
tion which  gradually  became  painful.  During  the  same  period 
the  left  eye  has  also  been  weak  and  at  times  painful.  Condi- 
tion upon  entrance:  Right  eye  phthisical,  cornea  shrunken, 
globe  quadrangular  and  painful  to  the  touch,  especially  about 
1 5°  to  the  inner  side  of  the  central  vertical  meridian  in  the 
upper  quadrant.  In  the  left  eye  slight  lachrymation  and  pho- 
tophobia were  complained  of,  beside  the  weakness  and  sensi- 
tiveness above  mentioned.  L.V.=20/xxx  Hm.  l/38.  Jaeger  No. 
2  at  12"  showing  some  paresis  of  accommodation. 

No  pericorneal  injection,  media  clear  but  pronounced  hy- 
peraemia  of  the  optic  discs.  Enucleation  of  the  right  eye  which 
was  done  on  February  5,  revealed  the  presence  of  ossification 
of  the  choroid.  The  patient  progressed  favorably  and  was 
discharged  on  February  8. 

Returning  to  the  dispensary  on  March  10,  to  secure  an  arti- 
ficial eye,  I  found  a  healthy  condition  of  the  left  eye  which 
had  been  in  a  condition  of  sympathetic  irritation  previous  to 
the  enucleation  of  its  fellow.  No  lachrymation,  no  photopho- 
bia, no  sensitiveness,  a  healthy  optic  disc  and  full  recovery  of 
accommodation.    L.V.=20/Xx  H  m.  1 1 '60s.  Jaeger  No.  1  at  8". 

In  this  case  we  have  an  example  of  sympathetic  irritation 
existing  for  years  and  not  passing  on  to  the  much  dreaded  in- 
flammation, also  that  the  removal  of  the  exciting  eye  is  fol- 
lowed almost  immediately  by  the  cessation  of  symptoms  of 
irritation. 

III.  Episcleritis. — Mrs.  M.,  aet.  39  years,  was  admitted  to  the 
hospital  February  12,  1890,  suffering  from  episcleritis  of  the 
left  eye.  The  patch  of  inflammation  was  localized  on  the  in- 
ternal portion  of  the  eyeball,  embracing  about  one-fifth  of  the 
extent  of  the  ocular  conjunctiva.  Before  entrance  to  the  hos- 
pital for  ten  days  the  patient  had  complained  of  severe  and 
continuous  pain,  supra-orbital  and  temporal  in  location,  also 
epiphora  and  photophobia. 

During  this  time  hot  applications  had  been  vigorously  ap- 
plied while  atropine  had  been  instilled  for  the  four  days  pre- 
ceding her  entrance  with  the  effect  of  materially  accelerating 
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the  pain,  and  in  no  way  alleviating  the  distressing  symptoms. 
Thus  we  note  atropinization  as  recommended  by  most  authors 
to  avert  iritis  only  proved  intensely  irritating  in  this  case.  A 
critical  examination  revealed  an  uncomplicated  episcleritis — 
there  being  no  infiltration  of  the  cornea,  no  iritic  complication 
and  no  vitreous  opacities.  The  sweat  cure  was  adopted  and 
proved  highly  efficacious.  Six  tablets  of  pilocarpine  1  70  grain 
each  were  given  by  the  stomach  every  day  and  the  hot  appli- 
cations were  continued.  Twenty-four  hours  after  admittance 
there  was  a  complete  cessation  of  the  pain. 

Although  a  rheumatic  history  existed  no  medicine  was 
given  for  that  constitutional  diathesis. 

This  treatment  was  tenaciously  adhered  to  with  the  addi- 
tion of  yellow  ointment  morning  and  evening  in  the  second 
week.  The  patient  was  discharged  on  February  26,  practi- 
cally cured.  All  signs  of  active  inflammation  had  subsided 
and  in  its  place  a  blue  patch  of  thickened  superficial  and  epi- 
scleral tissue  was  conspicuous,  a  patch  which  shaded  off  and 
gradually  lost  itself  in  the  healthy  colored  conjunctiva.  On 
March  12,  I  saw  the  patient  and  found  the  eye  still  improved 
with  less  discoloration  in  the  site  of  the  past  episcleritis. 
V.=i0/'«. 
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ON  THE  CIRCULATION  IN  THE  RETINA  IN  CASES 
OF    AN/EMIA    FROM    CHRONIC  HEMOR- 
RHAGES AND  OF  CHLOROSIS,  AND  ITS 
DEPENDENCE  ON  THE  CONDITION 
OF  THE  BLOOD. 

BY  E.  K  AEHLM  ANN. 

(Zehender  s  Klin.  Monatsbl.  f.  Augeiihlk.) 

As  is  well  known,  Quincke  as  the  first,  and  later  on,  Becker, 
described  the  visible  pulsation  of  the  retinal  arteries  in  cases 
of  insufficiency  of  the  aortic  valves.  O.  Becker,  furthermore, 
found  this  visible  pulsation  in  cases  of  aneurysm  of  the  aorta, 
of  Basedow's  disease,  and  of  chlorosis.  My  own  researches 
finally  have  proven  that  the  pulsation  of  the  retinal  arteries 
can  be  seen  almost  regularly  in  some  forms  of  chlorosis,  and 
especially  often  in  chronic  anaemia  after  haemorrhages  which 
recur  frequently  at  intervals;  sometimes  also  in  neurasthenia. 

Some  of  the  exceptions  to  my  theory  of  the  origin  of  this 
arterial  pulsation  in  anaemia  and  chlorosis  taken  by  Schmall1 
have  already  been  refuted  partially,  and  partially  weakened 
by  A.  Friedrichson.2 

It  is  and  remains  a  fact,  that  in  many  cases  of  anaemia  arte- 
rial pulsation  is  exceedingly  well  pronounced,  while  in  other 
cases  it  is  totally  wanting.  In  anaemia,  especially  in  chlorosis, 
there  exists  often  an,  if  not  absolute,  still  relative,  hyperaemia 

'B.  Schmall.  A.  v.  Graefe's  Arch.  f.  Ophtha'mologie,  xxxiv.,  i.  p,  37. 
2Ibidem  xxxiv.,  iii.  p.  207. 
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of  the  retinal  bloodvessels,  aside  from  the  appearance  of 
pulsation. 

I  was  of  the  opinion  that  those  cases  of  anaemia  which  show 
pronounced  arterial  pulsation  and  hyperaemia  are  also  clini- 
cally differing  from  those  cases  in  which  this  pulsation  as  well 
as  the  hyperaemia  are  wanting,  and  I  have  been  able  to  find  a 
number  of  proofs  for  the  idea,  that  in  these  cases  we  have  to 
deal  with  a  very  hydrsemic  condition  of  the  blood. 

The  following  points  gained  by  the  direct  examination  of 
the  blood  have  prompted  this  opinion. 

1.  That  in  most  cases  which  show  arterial  pulsation  the 
number  of  the  corpuscular  elements  of  the  blood  is,  on  an  av- 
erage, smaller  than  normal;  that  in  some  cases  they  are  very 
materially,  in  others  but  little,  but  nearly  always  visibly  dim- 
inished in  number. 

2.  That  in  these  cases  the  individual  corpuscles  show  almost 
always  a  decrease  in  volume  and  are  smaller  than  normal 
ones. 

3.  That  most  of  these  corpuscles  contain  less  haemoglobine, 
and  are  specifically  lighter,  and,  therefore,  in  a  watery  solution, 
do  not  sink  as  easily  to  the  bottom  as  normal  corpuscles,  and 
are  more  easily  carried  along  by  the  fluids. 

4.  That  in  some  cases  of  anaemia  which  showed  a  very  pro- 
nounced and  typical  arterial  pulsation  in  the  retina,  all  three 
of  these  conditions  were  present,  viz.,  diminished  number  of 
corpuscles,  reduced  quantity  of  haemoglobine,  reduced  gravity 
and  volume. 

In  many  of  these  cases  of  arterial  pulsation  either  a  normal 
condition  of  the  retinal  arteries  or  a  hyperaemia  was  present, 
which  was  something  directly  opposite  to  the  general  anaemic 
habit,  and  which,  when  the  function  was  normal,  could  not  be 
explained  by  local  changes  within  the  eyes.  In  the  cases 
showing  this  repletion  of  the  blood-vessels  and  pulsations,  we 
have  clinically  to  deal  with  anaemic  or  chlorotic  individuals 
who  are  comparatively  well  nourished,  have  mostly  a  good 
quantity  of  subcutaneous  fat,  but  a  waxy  skin  and  a  so-called 
diaphanous  complexion. 
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Aside  of  the  usual  complaints  of  chlorotics  many  complained 
of  palpitation  of  the  heart  and  of  the  blood-vessels  of  the  neck; 
in  many  the  heart's  choc  was  tremulous;  sometimes  the  left 
ventricle  was  dilated.  In  many  the  curve  of  the  radial  pulse 
showed  a  pulsus  altus  and  celer. 

On  the  other  hand,  I  found  in  exceedingly  many  of  the 
anaemic  individuals  which  did  not  show  a  retinal  pulsation 
corresponding  to  the  anaemic  aspect  of  their  skin  and  mucous 
membranes,  an  anaemia  of  the  retina,  with  narrow,  straight 
bloodvessels,  and  the  clinical  symptoms  of  a  progressive  loss 
of  strength,  lassitude,  feeling  of  weakness,  inability  to  work, 
and  symptoms  of  collapse.  The  paleness  of  the  skin  was, 
however,  less  pronounced  than  in  the  other  form,  and  there 
was  mostly  an  absolute  lack  of  subcutaneous  fat  or  the  reduc- 
tion of  the  former  quantity  of  it,  and  a  shrivelled,  toneless  skin 
of  a  pale  gray  color.  Very  often  I  found  no  diminution,  or 
but  a  small  one,  of  the  blood  corpuscles,  and  but  a  slight  re- 
duction of  the  quantity  of  haemoglobine.  We  even  saw  not  a 
few  cases  of  anaemia  in  which  the  quantity  of  haemoglobine 
and  the  relative  number  of  the  blood  corpuscles  were  found 
normal,  in  spite  of  a  pronounced  paleness  of  the  skin  and  mu- 
cous membranes.1  Irregularities  in  the  volume  and  shape  of 
the  corpuscles  were  often  wanting.  In  these  cases  the  radial 
pulse  was  mostly  small  and  soft,  and  the  heart  choc  normal. 

There  exists,  then,  according  to  my  experience,  no  sharp  line 
by  which  we  might  distinguish  between  two  groups  of  anaemia 
which  are  clinically  and  ophthalmoscopically  different.  The 
differentiation  above  described  is  abstracted  from  the  average 
conditions  of  all  the  cases  examined,  to  the  number  of  more 
than  two  hundred.  According  to  the  condition  of  their  blood 
the  chlorotic  patients  of  the  first  group,  following  Larsche2, 
would  belong  to  the  true  chlorosis;  those  of  the  second  group 
would  be  cases  of  pseudo-chlorosis.    According  to  Graeber, 

;It  has  but  recently  been  shown  by  Friedrichson  that  the  amount  of  hx-moglobine 
contained  in  the  blood  is  but  slightly  dependent  on  the  number  of  its  corpuscular 
elements. 

2L.  Larsche.    Die  Anaemic.    Christiania,  1888. 
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on  the  contrary,  the  patients  of  the  first  class  would  not  be 
called  chlorotic  but  anaemic,  and  those  of  the  second  class 
chlorotic.  The  fact  that  the  arterial  pulsation  is  not  equally- 
visible  in  all  cases  of  the  first  group  of  anaemics,  and  that  it  is 
not  totally  wanting  in  all  cases  of  the  second  group,  may  be 
explained  by  the  very  nature  of  the  pulse. 

As  has  been  stated  before,  the  arterial  pulsation  of  the  re- 
tina is  a  sign  that  the  wave  movement  of  the  blood  reaches  ab- 
normally peripheric  parts.  It  arises  when  there  are  abnormal 
differences  in  pressure  in  the  arterial  system.  These  latter, 
when  reaching  into  such  small  arteries  as  is  the  centralis  re- 
tinae, and  becoming  visible  in  the  shape  of  the  pulsation  under 
consideration,  are  a  valuable  symptom  in  certain  disturbances 
of  the  circulation  of  the  blood.  They  are  not  solely  an  inter- 
sting  ophthalmological  freak,  but  the  sign  of  something  pathe- 
ological  in  the  circulatory  apparatus;  and  the  knowledge  of 
their  cause  must  be  just  as  important,  if  not  more  so,  for  the 
internal  clinician,  as  it  is  for  the  ophthalmologist.  As  soon  as 
we  have  recognized  the  cause  for  the  systol  e  and  diastolic 
differences  of  pressure  in  the  peripheral  arteries,  we  have 
found  also  an  explanation  for  the  arterial  pulsation.  It  is  not 
necessary  to  look  far  for  an  explanation  of  an  arterial  pulsa- 
tion in  insufficiency  of  the  aortic  valves;  we  can  satisfactorily 
explain  these  differences  in  pressure  by  the  fact  that  the  high 
wave,  being  thrown  from  the  dilated  ventricle  into  the  arteries, 
regurgitates  into  the  heart  through  the  leaky  valve. 

For  the  arterial  pulsation  in  anaemics  we  have  to  find  another 
explanation.  The  pulsation  is  often  as  well  pronounced  as  in 
typical  cases  of  insufficiency  of  the  aorta,  although  no  ana- 
tomical lesions  can  explain  the  uneven  pressure.  How,  then, 
will  we  explain  the  retinal  pulse  in  anaemics?  Right  here 
the  results  of  my  examinations  of  the  blood  of  anaemics  and 
chlorotics  become  important.  If  the  corpuscular  elements  are 
diminished,  if  they  are  smaller  than  normal,  if  on  account  of  a 
lack  of  haemoglobine,  their  specifically  heaviest  component, 
they  have  become  more  easily  movable,  the  column  of  blood 
must  also  be  more  easily  moved  about  by  the  action   of  the 
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heart,  since  there  is  necessarily  less  friction  between  the  parts 
themselves,  and  between  the  parts  and  the  walls  of  the  blood- 
vessels. In  consequence  a  weaker  heart's  action  suffices  to 
produce  comparatively  large  effects  in  motion,  and  when  the 
heart's  action  is  normal  or  increased,  as  it  often  is  in  anaemia, 
and  especially  in  chlorosis,  the  pulse  wave  is  carried  abnor- 
mally far  into  the  blood  stream,  and  can  yet  be  in  existenc  in 
the  smaller  arteries  which  ordinarily  show  no  pulse. 

This  effect  must  be  the  larger  the  thinner  the  blood  of  the 
anaemic. 

According  to  Immermann  we  have  in  anaemia  after  repeated 
losses  of  blood  a  hypalbuminosis  of  the  blood,  since  the  tissues 
furnish  the  concentrated  blood  especially  with  fluids. 

In  chlorosis,  however,  according  to  Immermann,  the  quan- 
tity of  the  serum  albuminates  is  probably  normal.  The  state- 
ments of  Becquerd  and  Rodiers  agree  with  this  opinion,  since 
their  chemical  examination  of  the  blood  of  six  chlrotics  gave 
in  iooo  parts  of  blood,  72.1  parts  of  serum  albumen,  whilst  the 
normal  blood  contains  but  57  parts. 

In  order  to  find  out  more  with  regard  to  the  quantity  of  al- 
bumen and  water  in  the  blood  of  ansemics  and  chlorotics,  Mr. 
Zumft  at  my  request  has  made  a  number  of  examinations  of 
chlorotic  blood,  in  Prof.  Kobert's  pharmacological  laboratory. 
Twenty  to  thirty  grammes  of  blood  were  withdrawn  from  the 
temple  of  the  patients  by  means  of  a  Heurteloup.  These  ex- 
aminations are  not  yet  concluded  and  their  results  will  be  pub- 
lished later  on  by  Mr.  Zumft.    *    *  * 

*  *  *  According  to  our  examinations,  a  hydraemic  con- 
dition of  the  blood,  combined  with  oligocythaemia  and  lack 
of  haemoglobine,  are  the  main  characteristics  of  chlorotic 
blood.  Yet  a  number  of  signs  seem  to  make  it  probable,  that 
we  have  in  many  cases  of  chlorosis  a  true  plethora  serosa. 

We  may  first  mention  the  clinical  reasons  for  this.  In  many 
chlorotics  we  find  the  physical  signs  of  an  increased  action  of 
the  heart  and  blood  vessels,  abnormal  pulsation  of  the  large 
blood  vessels,  palpitation  of  the  heart,  above  all,  frequently,  a 
dilatation  of  the  ventricles,  especially  of  the  left  one,  which 
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then  holds  an  immense  quantity  of  blood,  although  there  are 
no  valvular  lesions  or  stases  in  the  circulatory  apparatus. 

In  the  same  chlorotics  we  have  also  an  abnormally  high  ra- 
dial pulse.    *    *  * 

*  *  *  Finally  and  pre-eminently  does  the  dilatation  of 
the  retinal  arteries  prove  a  plethora  serosa,  since  in  many 
cases  of  chlorosis  these  blood  vessels  actually  contain  an  in- 
creased quantity  of  blood.  This  fact  is  the  more  important, 
since  the  retinal  bloodvessels  are  the  only  ones  in  the  body, 
the  condition  of  whose  contents  can  be  directly  seen. 

Our  observations,  then,  prove  a  hydraemic  condition  of  the 
blood  in  chlorotics,  as  well  as  in  chronic  anaemia  after  period- 
ical profuse  haemorrhages. 

A  thin  blood,  with  a  diminished  number  of  abnormally  small 
and  specifically  light  blood  corpuscles,  must  be  abnormally  and 
easily  movable,  and,  therefore,  as  Cohnheim  and  Lichtheim 
have  shown  already,  a  more  rapid  stream  of  the  blood  and  a 
quicker  passage  through  the  capillaries  must  result,  even  if 
the  heart's  action  is  not  increased. 

We  must,  therefore,  vouchsafe  to  the  thin  condition  of  the 
blood  a  great  influence  in  the  causation  of  the  pulse  of  the  re- 
tinal arteries.  The  increase  in  the  rapidity  of  the  blood- 
stream which  results  from  the  hypersemia  and  the  reduced 
friction,  must  especially  favor  the  locomotion,  since  the  force 
with  which  the  quickly  moving  column  of  blood  is  pushed 
against  the  convex  part  of  arterial  arches  must  cause  a  short 
and  strong  displacement  of  the  whole  tube. 

The  hydraemic  condition  of  the  blood  of  anaemics  cannot  be 
without  influence  upon  the  nutrition  of  the  walls  of  the  blood- 
vessels, and  the  observations  by  Israel,  Thoma,  Kaefer  and 
Luck  show  that  in  chronic  anaemia  and  chlorosis  the  elasticity 
of  the  bloodvessel  walls  is  always  reduced,  that  is,  they  are 
more  easily  dilated. 

This  easy  dilatation  of  the  blood  vessels  is,  of  course,  prone 
to  assist  the  other  causes  in  their  action  in  producing  the  ar- 
terial pulse. 

This  expansion  of  the  bloodvessel  walls  by  the  pulse  wave 
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must  necessarily  allow  an  existing  inequality  in  the  blood 
pressure  to  be  felt  abnormally  far  and  long,  so  that  it  must  be 
perceived  in  much  smaller  arteries  than  is  usually  the 
case.    *    *  * 

*  *  *  The  hydraemic  condition  of  the  blood  can,  as  I 
have  shown  elsewhere,  be  recognized  further  by  an  abnormal 
transparency  of  the  retinal  bloodvessels.  Not  only  are  the 
bloodvessels  abnormally  pale,  so  that  the  venous  blood  is  ab- 
normally light  and  barely  distinguishable  in  color  from  the  ar- 
terial blood;  it  is  even  possible  to  see  underlying  blood  ves- 
sels, or  the  outline  of  the  optic  papilla,  through  these  enlarged 
bloodvessels.  The  pallor  and  transparency  are  dependent 
chiefly  on  the  quantity  of  hsemoglobine  in  the  blood;  they 
were,  however,  most  pronounced  in  cases  in  which  there  was 
also  a  diminution  in  the  number  of  the  red  blood-corpuscles, 
aside  from  the  lack  of  hsemoglobine. 

It  might  not  be  impossible  to  explain  the  hyperaemia  of  the 
retinal  arteries,  as  we  find  it  not  infrequently  in  anaemia  and 
chlorosis,  and  which  is  in  direct  contrast  to  the  aspect  of  the 
skin  and  the  mucous  membrane,  by  a  lack  of  elasticity  in  the 
walls  of  the  bloodvessels,  confined  to  the  retina.  Since,  how- 
ever, the  malnutrition  of  the  blood  vesselwalls,  due  to  the  ab- 
normal condition  of  the  blood,  is  not  confined  to  the  blood- 
vessels of  the  retina,  but  acts  in  the  same  manner  on  all  the 
bloodvessels  of  the  body,  we  assume  that  the  abnormal  size 
of  the  retinal  bloodvessel  s  is  simply  a  local  symptom  of  a  dis- 
turbance in  the  circulation  which  effects  equally  all  of  the 
peripheral  bloodvessels. 

The  enlargement  of  the  retinal  bloodvessels  remains  almost 
the  same  at  different  stages  of  the  disease,  and  disappears 
when  the  disease  ends,  that  is,  when  the  symptoms  of  anaemia 
disappear. 

In  a  number  of  cases  in  young  girls  I  found  the  pulsation 
and  hyperaemia  of  the  retinal  blood  vessels,  in  whom  a  pro- 
longed period,  previous  to  the  onset  of  the  chlorosis,  I  had 
found  a  perfectly  normal  fundus,  and  in  whom  after  the  chlo- 
rosis had  disappeared  the  fundus  again  became  normal. 


9s 


Translation. 


Generally  the  ophthalmoscopic  picture  is  but  little  changed 
during  quite  a  long  time,  according  to  the  duration  of  the 
anaemia.  The  improvement,  that  is,  the  return  to  the  normal, 
sometimes  takes  place  rather  suddenly  and  rapidly;  usually  it 
is  slow  and  gradual.    *    *  * 

*  *  *  Our  arguments  assuming  a  dilatation  of  the  small 
blood  vessels  of  the  body,  or  at  least  of  larger  areas  of  them, 
is  seemingly  in  contradiction  to  the  pronouncedly  pale  skin, 
which  is  characteristic  of  anaemics  and  chlorotics.  The  fact  is 
generally  known  that  a  sudden  pallor  of  the  skin  is  due  to  con- 
traction of  the  blood  vessels  of  the  skin.  Yet,  there  is  also  a 
continued  pallor  of  the  skin,  aside  from  vasomotor  influences, 
in  individuals  whose  blood  does  not  possess  the  faculty  to  pro- 
duce the  normal  coloring.  In  these  cases  we  can  assume,  that 
the  pallor  of  the  skin  is  due  to  abnormal  narrow  bloodvessels 
in  the  skin.  This  explanation  might,  even,  be  the  correct  one 
in  cases  of  diminution  of  the  absolute  quantity  of  blood,  in  the 
true  "poverty  in  blood"  of  the  authors,  as  well  as  in  acute 
anaemia  following  haemorrhages.  In  chronic  anaemia  and 
chlorosis  matters  lie  differently;  since  here  the  faculty  of  the 
blood  to  color  is  reduced,  the  skin  must  be  abnormally  pale, 
even  when  the  peripheral  bloodvessels  have  a  normal  calibre. 
There  may  even  be  a  relative  pallor,  in  spite  of  an  increase  in 
calibre  concerning  whole  areas  of  bloodvessels,  since  the  blood 
is  abnormally  pale. 

The  ophthalmoscope  alone  gives  us  the  direct  and  unassail- 
able proof  of  the  existence  of  such  discordant  conditions;  since 
the  tissue,  over  which  the  enlarged  vessels  run,  the  optic  pap- 
illa, is  abnormally  pale,  in  spite  of  the  considerable  degree  of 
hyperaemia  seen  in  the  retinal  blood  vessels. 
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TENTH    INTERNATIONAL    MEDICAL  CONGRESS. 

Invitation  to  Take  Part  in  the  Proceedings  of  the  Sec- 
tion for  Ophthalmology. 

In  accordance  with  the  resolution  of  the  Ninth  Congress  held 
at  Washington,  the  Tenth  Internation  Medical  Congress  will 
be  held  this  year  at  Berlin,  opening  August  4,  and  ending 
August  9,  1890.  1  he  delegates  of  the  German  Medical  facul- 
ties and  of  medical  Societies  of  the  German  Empire  have  elect- 
us,  the  undersigned  members  of  a  Sectional  Committee  of  Or- 
ganization. In  this  capacity  we  have  the  honor  to  cordially 
invite  your  participation  in  the  proceedings  of  our  section.  We 
hope  to  enjoy  the  satisfaction  of  welcoming  large  numbers  of 
our  colleagues  to  Berlin  and  also  of  seeing  our  section  meet- 
ings numerously  attended.  We  append  the  programme  of  our 
Section  as  far  as  hitherto  arranged  with  the  request  that  any 
further  proposals,  as  well  as  offers  of  addresses,  papers,  or  dem- 
onstrations, may  be  sent  in  with  as  little  delay  as  possible. 

With  the  hope  that  the  meeting  of  the  Sections  may  prove 
interesting  in  themselves  and  useful  to  the  advancement  of 
science. 

We  remain  most  respectfully.  The  Committee  of  Organization 
for  the  Section  of  Ophthalmology. 

Eversbusch,  Erbngen;  v.  Hippel,  Giessen;  Hirschberg,  Ber- 
lin; Leber,  Gottingen;  Michel,  Wiirzburg;  Schmidt — Rimpler, 
Marburg;  Schweigger,  Berlin;  v.  Zehender,  Rostock. 

All  communications  or  inquiries  regarding  the  business  of 
the  Section  must  be  addressed  to  Professor  Dr.  Schweigger, 
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Berlin  NW.,  Roonstr.  6.  Other  communications  and  inquiries 
of  a  general  character  must  be  directed  to  the  general  secre- 
tary of  the  Congress,  Dr.  La'ssar,  Berlin,  NW.,  Karlstr.  19. 

Preliminary  Programme  of  the  Section  for  Ophthal- 
mology. 

1.  Sympathetic  ophthalmia. 

2.  Trachoma. 

3.  The  influence  of  the  electric  light  upon  the  eye. 
Extract  from  the  General  Regulations  and  Programme. 


IX.  In  the  meetings  of  the  sections,  questions  and  prob- 
lems will  be  discussed,  which  have  been  agreed  upon  by  the 
special  Committees  of  Organization.  The  communications  of 
those  appointed  by  the  committee  to  report  on  a  subject,  shall 
form  the  basis  of  discussion.  As  far  as  time  allows,  other  com- 
munications or  proposals,  proceeding  from  members  and  sanc- 
tioned by  the  Committee  of  Organization  may  also  be  intro- 
duced for  discussion.  The  bereau  of  each  section  decides  as 
to  the  acceptance  of  such  offered  communications,  and  as  to 
the  order  in  which  they  shall  come  before  the  meeting,  always 
provided  that  this  point  has  not  been  already  determined  in 
the  meeting  itself  by  a  decree  of  the  section. 

Scientific  questions  shall  not  be  put  to  the  vote. 

X.  Introductory  addresses  in  the  Sections  must  as  a  rule 
not  exceed  twenty  minutes.  In  the  discussions  no  more  than 
ten  minutes  are  allowed  to  each  speaker. 

XI.  All  addresses  and  papers  in  the  general  and  sectional 
meetings  must  be  handed  over  to  the  Secretaries,  in  writing, 
before  the  end  of  the  meeting.  The  Editorial  Committee  shall 
decide  whether— and  to  what  extext — these  written  contribu- 
tions shall  be  included  in  the  printed  transactions  of  the  Con- 
gress. The  members  who  have  taken  part  in  the  discussions, 
will  be  requested  to  hand  over  to  the  Secretaries,  before  the 
end  of  the  day,  in  writing  the  substance  of  their  remarks. 
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XII.  The  official  languages  of  all  the  meetings  shall  be 
German,  English  and  French.  The  Regulations,  the  Pro- 
gramme and  the  Agenda  for  the  day  will  be  printed  in  all 
three  languages. 

It  will,  however,  be  allowable  to  make  use  of  other  languages 
than  the  above  for  brief  remarks,  always  provided  that  one  of 
the  members  present  is  prepared  to  translate  the  gist  of  such 
remarks  into  one  of  the  official  languages. 

Those  who  take  part  in  the  congress  shall  pay  a  subscrip- 
tion of  twenty  marks  (one  pound  sterling  or  five  dollars)  on  be- 
ing enrolled  as  members.  For  this  sum  they  shall  receive  a 
copy  of  the  transactions  as  soon  as  they  appear.  The  enroll- 
ment shali  take  place  at  the  beginning  of  the  congress.  Gen 
tlemen  may,  however,  be  enrolled  as  members  by  sending  the 
amount  of  the  supscription  to  the  treasurer1  (with  their  name, 
professional  status  and  residence  appended). 

1  Treasurer's  Address:  Dr.  M.  Bartels,  Berlin  S\V.,  Leipzigerst.  75. — Please  en- 
close a  visiting-card. 


NEWS. 


THE  NEW  YORK  EYE  AND  EAR  INFIRMARY. 

The  corner-stone  of  a  new  building  for  the  institution  is  to 
be  laid  to-day  (Saturday).  The  circular  announcing  the  fact 
says:  "As  the  infirmary  is  the  oldest  institution  of  the  kind  in 
the  country,  it  appears  to  us,  is  one  deserving  of  special  notice 
at  the  hands  of  our  local  press.  This  event  will  bring  together 
a  notable  company,  no  less  on  aacount  of  its  municipal,  scien- 
tific, and  heroic  interest,  as  the  distinguished  character  of  the 
gentlemen  who  will  take  part  in  the  ceremonies.  The  Hon. 
Chauncey  M.  Depew  will  preside,  the  Right  Rev.  Henry  C. 
Potter.  Bishop  of  New  York,  will  make  the  opening  prayer, 
while  the  Hon.  George  William  Curtis  will  deliver  the  princi- 
pal address.  The  New  York  Eye  and  Ear  Infirmary  was  found- 
ed in  1820.  It  was  organized  with  a  staff  of  two  physicians, 
and  the  first  year  gave  relief  to  six  hundred  patients.  To-day 
the  staff  is  represented  by  forty-six  surgeons  of  the  highest 
rank,  while  the  number  of  patients  is  now  annually  close  upon 
twenty  thousand.  The  institution  has  gradually  accumulated 
an  endowment  fund  of  $250,000,  a  sum  fairly  sufficient  for  its 
maintenance,  but  none  of  this  sum  can  be  diverted  to  building 
pur  poses  without  seriously  crippling  its  resources  and  circum- 
scribing its  field  of  work.  Yet  a  new  building  is  an  imperative 
necessity,  on  grounds  of  sanitation  as  well  as  those  of  lack  of 
room  for  practical  operation,  not  to  mention  laboratory  work, 
ample  facilities  for  which  should  be  provided  in  connection  with 
every  institution  of  this  character.  The  needs  being  as  stated, 
the  trustees  and  surgeons  some  time  ago  set  about  to  raise  a 
building  fund.  To  date  about  $70,000  are  subscribed,  in  large 
part  the  personal  gift  of  the  trustees  and  surgeons  themselves. 
About  $30,000  more  is  needed  to  complete  the  enterprise  as 
now  projected.  This  amount  it  is  hoped  a  generous  public 
will  in  due  course  provide." — New  York  Med.  Jour. 
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CAPSULITIS    PURULENTA    ET   LLEMOK  RHAGICA. 

BY  E.  A.  KIRKPATRICK,  M.  D., 

Resident  and  Assistant  Surgeon  of  the  New  Amsterdam  Eye  and  Ear 
Hospi'.al,  New  York. 

In  searching  the  literature  of  ophthalmology,  and  learning 
how  conspicuous  is  the  scarcity  of  reference  to  capsulitis,  I 
judge  it  of  interest  to  review  a  case  which  has  been  under  my 
observation  for  a  few  weeks  past.  It  supervening  upon  a  ten 
days'  favorable  progress  after  cataract  extraction,  developing 
into  an  alarming  and  prolonged  sequela,  and  having  a  propi- 
tious termination,  are  not  the  least  interesting  of  its  features. 

On  April  20,  1889,  Miss  B.,  ait.  75  years,  entered  the  New 
Amsterdam  Eye  and  Ear  Hospital  with  immature  cataract  in 
either  eye.  Vision  as  follows:  R.  V.=2%c-  L.  V.=G/cc-  The 
cataracts  being  exceedingly  slow  in  ripening,  Dr.  Pooley  at  this 
date  performed  Forster's  operation  on  the  left  eye  to  hasten 
the  maturing  process.  Recovery  was  prompt  and  the  patient 
was  discharged  to  await  further  development. 

On  February  10,  1890,  the  patient  returned  to  the  hospital 
in  good  health  and  with  a  hard  ripe  cataract.  L.  V.=  per- 
ception of  light. 
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February  II.  Graefe's  extraction  was  made  without  acci- 
dent and  no  cortical  matter  was  left.  All  went  well  for  a  pe- 
riod of  ten  days  and  the  patient  was  beginning  to  plan  for  her 
return  home.  The  dressings  upon  removal  each  day  had  re- 
vealed a  healthy  condition,  the  appearance  of  the  wound  was 
all  that  could  be  desired,  and  vision  was  such  that  time  by  the 
watch  was  easily  told. 

At  this  date,  February  21,  the  patient  had  developed  a  se- 
vere rhinitis  which  was  accompanied  by  injection  of  both  con- 
junctivae, more  pronounced  in  the  operated  eye,  but  it  natu- 
rally being  the  more  susceptible  to  untoward  influences,  no 
special  alarm  was  sounded,  though  of  course  a  critical  exam- 
ination was  made,  showing  at  this  early  date  no  apparent  com- 
plications of  the  internal  structures.  The  following  night  the 
patient  was  restless  and  the  next  day  presented  a  chemotic 
condition  of  the  conjunctiva,  ocular  and  palpebral,  of  the  ope- 
rated eye.  Upon  careful  examination  a  small  opacity,  the  size 
of  a  pin-head,  and  thickening  were  seen  at  the  inner  and  lower 
margin  of  the  capsular  coloboma.  There  were  no  corneal  or 
iritic  complications,  no  infiltration  of  the  wound.  A  drop  of 
atropine  caused  a  quick  response  of  the  iris.  This  minute  pro- 
liferation gradually  extended  until  nearly  the  whole  capsule 
was  involved.  My  notes  of  the  case,  under  date  February  26, 
read  as  follows:  "On  the  22d  had  noticed  thickening  and 
opacity  of  the  capsule  in  inner  lower  portion  resembling  a 
pustule,  a  condition  which  has  gradually  extended  across  the 
inferior  portion  of  the  capsule,  now  including  the  external  area 
as  well.  The  pupil  still  responds  readily  to  atropine  and  the 
iris  presents  a  healthy  appearance.  The  pupil  has  become 
hazy,  especially  in  the  lower  portion,  wherein  a  slight  hypo- 
pyon is  visible.  The  infiltration  is  now  pronounced  in  the 
lower  part  of  the  capsule  and  is  haemorrhagic  and  purulent  in 
character.  Some  pain  referable  to  the  eye  and  vertex  head- 
ache have  been  complained  of,  while  the  chemosis  of  the  con- 
junctiva, oedema  of  the  lids  and  watery  discharge  have  been 
excessive.  The  focus  of  greatest  chemosis  corresponds  with 
the  focus  of  beginning  capsulitis,  viz.:    A  few  millimetres  from 
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the  sclero  corneal  margin  on  the  nasal  side  and  on  a  horizontal 
plane  with  the  first  noticed  capsular  infiltration.  No  adhesions 
exist  and  the  corneal  wound  remained  closed  and  free  from 
irritation.  Four  leeches  to  the  temple  applied  and  atropine 
instillations  every  three  hours  ordered.  Calomel  and  soda  bi- 
carbonate at  bedtime  also.    Antipyrine,  IO  grains. 

The  patient  had  a  comfortable  day,  free  from  pain  and  head- 
ache." On  February  27,  the  condition  of  the  capsule  above 
described  included  the  whole  membrane  except  a  small  por- 
tion corresponding  to  the  coloboma  in  the  iris  and  the  haem- 
orrhagic  character  of  the  inflammation  predominated.  Until 
March  3,  no  material  change  took  place.  Under  this  date  my 
notes  read :  "The  whole  pupillary  area  is  filled  with  the  prod- 
ucts of  inflammation  ,  more  pain  in  the  head,  especially  on 
the  left  side  (vertex)  and  the  eye  slightly  tender  to  the  touch, 
ciliary  irritation." 

March  5;  "A  decided  improvement.  A  portion  of  pupil- 
lary area,  superior  and  nasal,  has  become  quite  free  and  clear, 
No  pain.  Chemosis  still  persists."  From  this  date  a  gradual 
improvement  took  place  until  March  20,  when  all  signs  of  in- 
flammation had  disappeared.  A  distinct  and  separate  hyphe- 
ma occupied  the  lower  part  of  the  anterior  chamber  for  a  few 
days,  but  it,  too,  was  finally  absorbed.  As  will  be  noted  the 
duration  of  this  case  was  exactly  four  weeks.  The  pupil  from 
extreme  dilatation  has  become  slowly  and  moderately  con- 
tracted, the  iris  is  healthy  in  appearance,  in  color  resembling 
its  fellow,  and  the  pupillary  area  is  occupied  by  a  dense  gray 
membrane,  except  a  small  opening  superiorly  through  which 
sufficient  light  is  transmitted  to  enable  the  patient  to  count 
fingers  at  three  feet.  Doubtless  this  membrane  will  readily 
yield  to  an  after  operation  and  good  vision  be  secured. 

I  may  just  mention  that  the  treatment  of  this  case  included 
atropine,  leeches,  cold  and  hot  applications,  laxatives  and 
darkness.  Very  much  benefit  was  derived  from  the  hot  ap- 
plications. 

In  Knapp's  Archives  of  Ophthalmology,  vols.  I  and  VI, 
H.  Knapp  in  recording  his  third,  fourth  and  fifth  series  of  cat- 
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aract  extractions,  refers  to  a  few  cases  of  capsulitis  uncompli- 
cated, by  which  I  mean  simple  capsulitis  without  corneal,  iritic 
or  ciliary  complications.  The  author,  however,  does  not  refer 
to  the  cause,  predisposing  or  exciting,  apart  from  the  trauma- 
tism inflicted  upon  the  capsule  at  the  time  of  the  extraction. 
If  traumatism  be  the  cause  it  is  a  matter  of  surprise  that  the 
complication  is  not  only  of  the  rarest  occurrence  but  so  late  in 
its  development. 

Corneal  and  conjunctival  diseases  are  often  met  with  where 
the  etiology  is  easily  traceable  to  nasal  irritation,  hence,  it  has 
occurred  to  me  that  possibly  the  preceding  rhinitis  in  the  case 
reported  might  be  considered  etiologically,  and  also,  that  the 
excessive  haemorrhagic  character  of  the  inflammation  may 
have,  as  a  factor  in  its  causation,  the  maturation  process — 
Forster's  operation — an  operation  which  may  produce  a 
vascular  condition  of  the  capsule  and  thus  render  it  more  lia- 
ble in  an  inflammatory  process  to  be  attended  by  haemor- 
rhages. In  none  of  the  text-books  on  ophthalmology  could  I 
find  any  reference  to  the  subject,  and,  therefore,  presume  that 
the  occurrence  of  such  a  case  as  I  have  reported  is  exceed- 
ingly rare. 


TRACHOMA. 


BY  BARTON  PITTS,  M.D.,  ST.  JOSEPH,  MO. 

Prolessor  of  Ophthalmology,  St.  Joseph  Medical  College;  Ophthalmic  Surgeon,  Un- 
ion Pacific  Railroad. 

Read  before  the  Missouri  Valley  Me  ical  Association,  St.  Joseph,  Mo., 
March  20,  1890. 

In  considering  the  subject  of  trachoma,  I  have  nothing  orig- 
inal in  the  way  of  pathology  to  offer,  nor  any  new  remedies  to 
suggest.  My  desire  is  to  present  a  synopsis  of  the  symptoms 
of  this  most  troublesome  chronic  eye  disease  and  to  call  at- 
tention to  a  few  of  the  points  of  difference  between  it,  and  other 
forms  of  conjunctival  disease  with  which  it  is  likely  to  become 
confounded.  In  the  way  of  therapeutics,  I  have  no  new  spe- 
cific to  suggest  as  the  list  is  already  overflowing — a  sure  indica- 
tion of  the  inefficacy  of  them  all — I  desire,  however,  to  empha- 
size the  method  of  application  of  a  few  remedies  which,  if  care- 
fully and  intelligently  used,  will,  I  think,  enable  the  profession 
to  answer  in  the  affirmative,  that  trachoma  or  chronic  granu- 
lar lids,  is  curable.  The  disease  of  trachoma  dates  back  in  its 
origin  to  the  earliest  times  of  history.  In  Egypt,  at  the  pres- 
ent day,  I  am  told  by  an  experienced  medical  man  from  that 
country,  that  it  is  the  exception  to  find  a  native  exempt  from 
this  loathsome  pest.  Amongst  the  Hebrew  race,  the  Chinese, 
Italian,  the  Irish,  and  amongst  almost  every  civilized  people  it 
prevails,  and  is  carried  all  over  the  globe.  In  the  great  major- 
ity of  instances  the  disease  is  found  to  flourish  in  asylums,  jails, 
tenements,  and  amongst  the  poorer,  and  consequently  more 
crowed  and  uncleanly  class  of  humanity. 

In  visiting,  not  long  since,  a  so-called  charity  orphan  asylum 
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my  disgust  as  well  as  commiseration  was  excited  by  the  uni- 
versal prevalence  of  this  disease  amongst  the  inmates. 

In  this  Western  population,  which  is  composed  to  such  a 
large  extent  of  people  of  foreign  nationality,  the  disease,  even 
in  the  rural  districts,  exists  to  a  distressing  degree.  In  the 
South  it  is  not  nearly  so  prevalent,  and  amongst  the  negro 
race  it  is  almost  unknown.  In  fact,  in  five  years'  observation 
in  the  South,  I  do  not  recall  a  case  of  trachoma  in  a  negro. 
I  have,  of  late  years,  observed  a  few  cases  in  that  race  in  this 
section  of  the  country.  I  account  for  such  immunity  not  by 
any  want  of  race  susceptibility,  but,  I  consider  it,  as  due  to 
their  comparatively  short  existence  as  a  race  amongst  civilized 
people,  and  to  the  further  fact  that  the  disease  does  not  exist 
in  their  native  country. 

In  studying  the  history  of  this  disease  and  taking  into  con- 
sideration the  various  ways  of  its  propagation,  such  as  crowd- 
ing together  of  the  inmates  of  eleemosynary  institutions,  want 
of  cleanliness,  ignorance  as  to  the  infectious  nature  of  the  dis- 
ease, etc.,  a  very  practical  lesson  could  be  drawn  to  advant- 
age, toward  preventing  the  maintenance  of  this,  one  of  the 
great  plagues  of  humanity.  It  would  seem,  however,  vain  to 
hope  for  an  obliteration  of  the  disease  by  hygienic  precautions 
where  so  much  depends  upon  civil  co-operation  and  individual 
intelligence  and  care. 

As  a  striking  instance  of  the  contagiousness  of  the  disease, 
and  its  heir-loom  propensities,  I  will  mention  a  family  in  the 
extremely  poor  class  of  this  city,  in  which  the  disease  is  pres- 
ent unto  the  third  generation — affecting  the  grand-father, 
grand-mother,  their  six  or  eight  children,  and  their  many 
grand-children — covering  a  period  of  life  from  two  years  to 
seventy,  and  existing  in  all  stages  of  development,  from  that 
of  quiescent  presence  of  the  trachomatous  bodies;  blennor- 
rhagia,  inflammation  of  the  conjunctiva,  thickening  and  droop- 
ing of  the  lids,  ulceration  and  pannus  of  the  cornea,  absorp- 
tion of  the  conjunctiva  with  incurvation  of  the  tarsal  cartilages, 
producing  entropion,  trichiasis,  and  in  several  older  members 
of  the  family,  destruction  of  the  eye-sight.  Since  the  researches 
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and  experiments  of  Sattler,  in  1 88 1-2,  the  opinion  of  those  of 
the  profession  who  have  considered  the  subject,  is  that  the 
cause  of  the  affection  is  due  to  the  presence  of  a  specific  tra- 
choma diplococcus.  It  is  true  that  careful  investigators  have, 
in  numerous  instances,  failed  to  discover  the  presence  of  the 
characteristic  diplococcus,  as  described  by  Sattler  and  Michel. 
It  is  possible,  however,  in  this  affection,  as  in  many  other  con- 
tagious diseases,  that  there  are  modifying  influences  such  as 
progressive  or  retrogressive  metamorphosis  of  the  specific 
germs;  or  changes  produced  in  the  conditions  by  local  applica- 
tions; or  varied  by  individual  greater  or  less  predisposition  to 
inflammatory  complications,  etc.,  which  may  enier  as  import- 
ant factors  in  reaching  definite  pathological  conclusions  as  to 
the  specific  cause. 

It  is  claimed  that  the  introduction  of  the  specific  diplococcus 
upon  the  normal  conjunctiva  gives  rise  to  the  development  of 
trachomatous  bodies  and  the  characteristic  inflammation,  known 
as  granular  lids.  True  it  is  that  the  introduction  of  the  secre- 
tion from  a  trachomatous  eye  upon  the  healthy  conjunctiva 
gives  rise  to  the  characteristic  disease.  By  many  the  disease 
is  accounted  for  solely  upon  the  supposition  of  contagion.  In 
some  rare  sporadic  cases,  it  is  difficult,  however,  to  account  for 
the  origin  of  the  disease  upon  this  hypothesis.  But  if  we  con- 
sider the  intricate  and  innumerable  ways  of  propogation  of 
contagious  material,  such  cases  may  not  be  so  incomprehen- 
sible. 

I  have  observed  in  many  instances  cases  in  which  only  one 
eye  of  an  individual  would  be  affected  with  granulations,  the 
other  having  remained  exempt  for  years,  or  indefinitely.  Again, 
in  an  eye  in  a  state  of  phthisical  atrophy,  almost  invariably  a 
trachomatous  condition  of  the  conjunctiva  exists.  Eyes  suffer- 
ing from  chronic  inflammation  seem  sooner  or  later  destined 
to  be  infected  with  granulations.  Such  instances  may  illustrate 
another  factor  in  considering  the  pathology  of  contagious  dis- 
eases—that is,  the  more  or  less  favorable  conditions  of  the 
parts,  or  soil  upon  which  the  infectious  material  seeks  habita- 
tion.   Owing  to  the  wide-spread  prevalence  of  the  disease,  its 
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extremely  chronic  nature,  often  extending  in  its  slow  stages 
over  a  period  of  several  decades,  rendering  life  a  burden,  im- 
pairing, and  oftimes  destroying  the  eyesight,  disfiguring  to  the 
appearance,  loathsome  to  associates,  and  a  constant  nidus  of 
infection,  it  is,  in  its  demands  upon  the  attention  of  the  medi- 
cal profession,  second  to  no  disease  in  ophthalmology  with 
which  we  have  to  deal. 

From  the  mildness  and  apparent  innocence  of  the  early  stage 
the  insidious  progress  of  the  disease,  and  the  stubbornness  with 
which  it  resists  treatment,  I  am  aware  of  the  difference  with 
which  individual  cases  are  ordinarily  considered  at  the  hands 
of  the  profession.  By  many  its  recognition  is  considered  so 
easy  that  the  flippant  diagnosis  of  granular  lids  is  made  to  cov- 
er errors  of  refraction;  intraocular  troubles,  simple,  catarrhal 
and  purulent  conjunctivitis;  corneal  ulcerations;  inflammation 
of  the  iris,  and  in  fact  it  is  confounded  with  almost  every 
trouble  to  which  the  eye  is  subject;  standing  as  a  scape-goat 
in  eye  troubles,  as  a  convenient  appellation  of  malaria  does  in 
general  diseases. 

Its  early  recognition  is  not  only  important  in  offering  a  more 
favorable  opportunity  for  a  successful  and  speedy  cure,  but  in 
many  instances  saving  one's  reputation  in  prognosis,  and  for 
skill  in  handling  such  supposed  innocent  eye  inflammations. 
Trachoma  is  ordinarily  divided  into  the  acute  and  the  chronic 
forms;  such  a  division  is,  however,  artificial,  and,  I  think,  mis- 
leading. It  is  true  that  in  acute  catarrhal  conjunctivitis  trach- 
omatous bodies  may  be  engrafted  and  found  upon  subsidence 
of  the  conjunctival  inflammation,  and  true  it  is,  that  in  tracho- 
ma acute  catarrhal  conjunctivitis,  may  supervene,  rendering  a 
differential  diagnosis  at  this  stage  of  the  affection  extremely 
difficult,  even  at  the  hands  of  those  familiar  with  the  appear- 
ance of  these  structures  in  such  affections.  The  advent  of  the 
trachomatous  infection  of  the  conjunctiva  may  be  accompanied 
by  inflammation,  in  the  so-called  acute  forms  of  trachoma,  but, 
all  such  cases  subside  into  the  chronic  form,  and  pass  through 
the  slow  stages  of  inflammation  before  cure.  Trachoma  is  es- 
sentially a  slow,  chronic  malady,  depending  upon  the  neoplastic 
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formation  in  the  conjunctiva  of  firm  yellowish  or  grayish  bod- 
ies, and  accompanied  by  vascularity,  roughness,  and  thicken- 
ing of  the  conjunctiva.  The  lower  lid  is  usually  first  affected, 
the  inflammation,  thickening,  and  granulations  extending  to 
the  submucous  tissue  of  both  lids  and  the  retro-tarsal  folds  at 
a  later  period.  This  newly  developed  tissue,  after  long  periods 
is  partly  absorbed  and  partly  converted  into  dense  white  ten- 
dinous scars,  which,  in  the  process  of  slow  shrinking,  gives  rise 
to  much  damage  to  the  structures  of  the  eye. 

It  is  important  in  considering  the  nature  of  this  disease  to 
bear  in  mind  that  the  surface  of  the  conjunctiva,  does  not  ul- 
cerate, and  that  the  prominences  are  not  granulations  in  the 
surgical  sense.  Neither  should  they  be  confounded  with  the 
velvety  papillae  of  the  conjunctiva  presented  in  acute  inflam- 
mation of  that  membrane,  although,  such  a  velvety  condition 
of  the  conjunctiva  sooner  or  later  co-exists  in  trachoma.  For 
the  reason  that  the  term  "granular  lids"  can  be  quite  as  appro- 
priately applied  as  expressing  the  physical  condition,  and  ap- 
pearance of  the  surface  of  the  conjunctiva,  in  a  state  of  catar- 
rhal inflammation,  as,  in  that  in  which  there  is  a  new  forma- 
tion of  the  trachomatous  bodies,  I  think  the  term  "trachoma'' 
is  more  distinctive  and  less  conducive  to  mistakes  in  diagnosis 
and  treatment.  In  the  normal  conjunctiva  there  are  present 
numerous  small,  clear,  or  semi-transparent  bodies,  especially  in 
the  upper  and  lower  retro-dorsal  folds  at  the  outer  or  temporal 
side,  and  supposed  to  be  lymph  glands,  known  as  the  follicles 
of  Krause,  and  which  are  often  made  the  bug-bear  of  a  sup- 
posed case  of  trachoma. 

There  is  another  condition  of  the  conjunctiva,  often  met  with 
in  the  young  and  poorly  nourished,  known  as  "follicular  con- 
junctivitis." In  these  conditions  there  are  present  in  large  num- 
bers, small,  clear  "frog-spawn"  follicles  scattered  over  the  sur- 
face of  the  retro-tarsal  folds,  especially  the  lower  fold.  In 
appearance  the  condition  is  very  similar  to  true  trachoma,  but 
unlike  it  in  termination,  the  follicles  undergo  absorption  and 
disappear  without  inflammation  or  cicatrical  changes  in  the 
surface  of  the  conjunctiva.    The  differential  diagnosis  between 
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such  a  condition  and  that  of  trachoma  depends  upon  the  rela- 
tive degree  of  inflammation,  difference  in  color,  size,  and  loca- 
tion of  the  bodies.  In  follicular  granulations  the  bodies  are 
clear,  transparent,  and  like  frog-spawn,  small  in  size,  and  con- 
fined to  the  retro-tarsal  folds.  In  trachoma  there  is  associated 
irritation,  inflammation,  and  thickening  of  the  conjunctiva,  and 
subconjunctival  tissues.  The  individual  trachomatous  bodies 
are  larger  and  of  a  yellowish  or  grayish  tint,  and  distributed 
promiscously  over  the  surfaces  of  the  lids,  retro-tarsal 
folds,  and  even  upon  the  conjunctiva  of  the  sclerotic.  A  fur- 
ther distinction  is  that  in  the  one  condition  there  is  usually 
more  or  less  pannus  of  the  cornea,  and  invariably  there  is,  in 
trachoma,  a  development  of  scar-tissue,  which  is  not  the  case 
in  follicular  or  catarrhal  conjunctivitis. 

In  catarrhal  inflammation  of  the  conjunctiva,  there  is  ab- 
sence of  the  characteristic  trachomatous  bodies,  evidence,  how- 
ever, which  at  the  time  may  be  only  negative — for  despite  the 
careful  exploration  of  the  surface  of  the  conjunctiva  with  a 
probe  and  magnifying  lens — the  degree  of  thickening  and  en- 
largement of  the  papillae  of  the  surface  may  render  search  un- 
certain. Delay  in  opinion  until  subsidence  of  the  inflamma- 
tion and  thickening  is,  in  such  conditions,  the  only  sure  pro- 
cedure. 

Trachomatous  inflammation  has  so  many  stages,  and  the 
conditions  are  so  often  varied  and  modified  by  individual 
peculiarities  and  treatment,  and  are  associated  with  such 
numerous  and  varying  complications,  that  in  the  application  of 
remedies  it  is  necessary  to  consider  these  varying  circumstances 
in  order  to  render  a  correct  prognosis,  and  secure  a  favorable 
termination  of  the  disease.  In  the  early  stages  of  the  disease, 
there  may  be  present  in  a  quiescent  state  the  neoplastic  gran- 
ulations, remaining  unnoticed  for  months  or  even  years;  the  ir- 
ritations slight,  the  eyelids  are  perhaps  only  a  little  glued  to- 
gether after  sleep. 

At  a  later  stage  after  exposure  to  wind  or  dust,  or  upon  use 
by  lamp-light,  irritation  of  the  eyes  supervenes,  with  a  rough- 
ness of  the  lids  as  though  a  foreign  substance  were  p  resent 
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The  granulations  multiply,  the  conjunctiva  becomes  congested 
and  inflamed,  the  papillas  become  enlarged,  and  perhaps 
the  upper  lids  droop.  The  discharge  at  first,  thin  and 
watery,  becomes  thicker,  more  copious,  and  of  a  muco-purulent 
character.  In  some  cases  the  tendency  to  a  catarrhal  or  muco- 
purulent inflammation  is  more  or  less  persistent;  in  other  indi- 
viduals there  is  a  marked  tendency  to  subsidence,  periodically, 
often  deluding  the  afflicted  patient  into  a  false  hope  of  perma- 
nent relief,  and  temporarily  redounding  to  the  reputation  and 
profit  of  the  supposed  skilled  adviser,  in  whose  hands  the  indi- 
vidual happens  to  be  at  the  time. 

Sooner  or  later  relapses  ensue,  recurring  again  and  again, 
accompanied  by  considerable  corneal  infiltration  and  conjunc- 
tival hypertrophy,  and,  gradually  giving  rise  to  various  grave 
complications,  such  as  trichiasis,  pannus,  entropion,  etc.  As 
the  development  of  the  granulations  progresses,  if  unchecked, 
the  new  tissue  extends  deep  into  the  stroma  of  the  conjunc- 
tiva which,  in  the  slow  process  of  nature's  cure,  under- 
goes partial  absorption,  and  is  partly  converted  into  cicatricial 
tissue.  The  conjunctiva  undergoes  atrophy  and  contraction; 
these  changes  in  the  structure  of  the  conjunctiva  often  extends 
to  the  retro-tarsal  folds,  thus  obliterating  the  natural  cul-de-sac 
above  and  below.  Even  the  tarsal  cartilage  may  be  included 
in  the  atrophic  process,  giving  the  inner  surface  of  the  lids  a  pe- 
culiar, glistening  or  tendinous  appearance,  and  by  contraction, 
so  distorting  the  shape  of  the  tarsus  as  to  produce  the  destruc- 
tive complications  of  trichiasis  and  entropion.  These  latter 
conditions  of  the  conjunctiva  are  accompanied  by  an  alteration 
and  diminution  in  its  normal  secretion,  so  that  its  surface  be- 
comes dry,  rough,  and  oftimes  scaly. 

The  cornea,  even  in  the  early  progress  of  the  disease  is  in- 
volved, often  at  first  by  small  ulcerations  and  phlyctenular  at 
the  sclere  corneal  junction,  surperficial  pannus,  especially  at 
the  upper  border — the  result  of  the  constant  friction  of  the 
roughened  lids;  or  due  to  the  extension  of  the  granulations 
and  hypertrophy  on  to  the  cornea.  There  is  occasionally  dense 
pannus,  softening  and  bulging  of  the  cornea,  resulting  in  great 
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impairment  of  vision  and  often  blindness.  In  forming  the  prog- 
nosis in  this  affection  it  should  be  taken  into  account  that  this 
is  an  extremely  intractable  chronic  disease,  precarious  in  its 
course,  and  uncertain  in  its  complications  and  outcome.  Na- 
ture's method  of  cure  is  that  of  absorption  of  the  granulations 
with  accompanying  atrophy  of  the  conjunctiva,  and  often  ex- 
tends over  many  years,  and  is  attended  by  untold  discomforts 
and  dangers. 

In  considering  the  measures  for  relief  in  this  affection  the 
multitude  of  remedies  suggested  is  prodigious;  most  of  them, 
however,  such  as  the  various  stimulants,  have  for  their  object 
the  establishment  and  maintenance  of  a  certain  degree  of  irri- 
tation or  inflammation  of  the  conjunctiva,  under  which  condi- 
tion, especially  in  the  latter  stage  of  the  affection,  nature's  pro- 
cess of  absorption  of  the  adventitious  products,  is  undoubtedly 
hastened.  At  the  head  of  this  list  stands  the  conventional 
agent — sulphate  of  copper  or  blue-stone. 

When  cautiously  and  intelligently  used  it  is  invaluable,  and 
almost  indispensable;  but  on  the  other  hand,  when  used  indis- 
criminately, not  only  during  the  inappropriate  stages,  but  more 
especially  in  its  unwarranted  use  in  mistaken  cases  of  supposed 
trachoma  I  think  it  problematical,  whether  it  has  been  produc- 
tive of  more  benefit  than  harm  in  ophthalmological  practice. 
Antiphlogistic  sedative  and  anodyne  agents  suggest  themselves 
according  to  the  degree  of  the  inflammation,  irritation  and  dis- 
charge. 

As  routine  treatment,  and  especially  for  home  use,  I  favor 
frequent  cleansing  of  the  conjunctiva,  with  an  antiseptic  wash 
of  1-4000  solution  of  bichloride  of  mercury;  and  the  periodical 
application  between  the  lids,  with  protracted  massage,  of  an  oint- 
ment  of  yellow  oxide  of  mercury,  20  to  30  grains  to  the  ounce. 
These  measures  are  only  auxilliary  to  nature's  slow  process  and 
involve  long  suffering  and  patience  on  the  part  of  the  individ- 
ual, and  intelligence  in  selection,  and  care  in  their  application, 
on  the  part  of  the  physician.  With  such  care,  however,  untold 
suffering  may  be  diminished,  dangerous  complications  avoided, 
and  the  course  of  the  disease  markedly  shortened.    As  a  radi- 
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cal  and  immediate  cure  for  this  condition  of  trachoma,  there 
has  been  suggested  an  agent  extensively  used  in  Brazil,  known 
as  "Jequirity."  Its  action,  like  that  of  gonorrhceal  matter,  is  to 
excite  such  an  intense  inflammation  and  discharge,  that  in  giv- 
en cases  the  trachomatous  thickened  conjunctiva  and  pannus 
of  the  cornea  are,  as  it  were,  miraculously  cleansed,  regener- 
ated and  made  whole,  in  the  short  space  of  a  few  days'  time. 

My  personal  experience  with  this  agent  is  limited  to  only 
one  case,  but  from  my  observations  in  that  instance  and  from 
the  reported  experience  of  others,  I  am  satisfied  of  the  great 
value  of  this  remedy,  especially  in  some  conditions  of  trachoma, 
that  is,  in  which  there  is  a  great  amount  of  pannus,  with  hyper- 
trophy and  dryness  of  the  conjunctiva.  In  such  cases  brilliant 
results  have  been  reported  from  the  use  of  this  agent,  restoring 
to  usefulness  and  health,  eyes  that  under  any  other  course  of 
treatment,  were  apparently  incurable.  Unfortunately  it  is  not 
free  from  danger,  nor  so  effectual  in  the  early  stages  of  the  dis- 
ease; could  the  application  be  limited  and  the  severity  of  its 
effect  be  controlled,  we  might  hope  for  a  more  extended  use- 
fulness of  this  agent  in  the  future. 

There  has  been  one  method,  however,  which  has  been  recent- 
ly suggested,  and  which  I  have  given  extensive  trial  in  the 
treatment  of  this  affection,  by  which,  in  conjunction  with  other 
agents,  speedy  relief  and  cure  can  in  almost  every  case  of  tra- 
choma be  assured. 

I  refer  to  the  process  of  expression  or  squeezing  out  of  the 
granulations.  Various  methods  of  procedure  are  recommend- 
ed, such  as  using  the  thumb  nails,  scraping,  etc.,  but  such  ma- 
nceuvers  I  have  found  awkward  and  ineffectual.  My  preference 
is  to  use  a  diminutive  pair  of  ring  forceps,  and  after  cocainiz- 
ing the  parts,  to  strip  the  entire  surface  of  the  conjunctiva 
free  from  all  visible  granulations.  This  procedure  should  be 
repeated  from  "time  to  time  using  as  auxilliary  measures 
thorough  and  frequent  washing  of  the  conjunctiva,  with  1-3000 
or  I-4000  solution  of  bichloride  of  mercury,  and  occasionally,  for 
the  stimulating  effect,  especially  in  the  more  advanced  chronic 
cases,  an  ointment  of  yellow  oxide  of  mercury,  and  where  there 
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is  much  thickening  of  the  parts  with  pannus  of  the  cornea,  and 
sluggishness  of  the  absorption,  the  occasional  application  of 
the  crystal  of  copper. 

Since  using  this  method  of  expression  or  squeezing  out  of  the 
granulations,  which  is  especially  adapted  to  the  relief  of  the  early 
presence  of  trachomatous  bodies,  and  which  is  harmless,  and 
comparatively  painless  in  its  application,  I  have  ceased  to  quake 
at  the  approach  of  this  common  and  dreaded  malady,  and 
from  an  extensive  trial,  embracing  cases  in  all  stages  of  tra- 
choma, I  feel  convinced  that  if  carefully  and  thoroughly  used, 
a  speedy  cure  without  the  destructive  atrophy  of  the  conjunc 
tiva,  may  be  accomplished,  often  in  a  few  weeks'  time. 
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J.  Hughlings  Jackson,  M.D.,  F.R.S.,  President,  in  the  Chair. 

Case  of  Primary  Glaucoma  at  the  Age  of  22. 

Mr.  Spencer  Watson  read  notes  of  this  case,  in  a  woman, 
the  subject  of  microphthalmos  and  hypermetropia.  The  pa- 
tient was  engaged  in  needlework  for  sixteen  hours  daily. 
When  she  came  under  observation  both  eyes  were  glaucoma- 
tous, the  right  eye  being  more  affected  than  the  left.  Opera- 
tion was  advised,  but  was  not  consented  to  until  four  weeks 
later,  when  double  iridectomy  was  performed.  The  left  eye 
improved,  and  tension  remained  normal.  A  second  iridectomy 
was  performed  on  the  right  eye,  but  not  much  improvement  in 
vision  resulted. 

Dr.  W.  J.  Collins  asked  if  Mr.  Watson  had  measured  the 
corneae  in  his  case. 

Mr.  Brailey  mentioned  the  case  of  a  girl,  ast.  18  years,  un- 
der his  care,  in  whom  glaucoma  had  supervened  on  microph- 
thalmos; in  this  instance,  there  was  almost  complete  irider- 
emia.  The  tension  had  been  relieved  by  an  equatorial  scleral 
puncture. 

Mr.  Spencer  Watson  replied  that  he  had  not  measured  the 
cornea;;  there  was  no  doubt  about  the  microphthalmos. 
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A  Case  of  Spontaneous  Purulent  Hyalitis  Nine  Months 
After  Successful  Cataract  Extraction. 

Dr.  Berry  communicated  this  paper,  which  was  read  by  the 
Secretary. 

The  patient,  set.  53  years,  a  glass-blower  by  trade,  was 
operated  on  for  cataract  of  the  left  eye  on  March  19,  1889. 
Everything  went  well,  and  he  left  the  hospital  on  the  eleventh 
day,  the  wound  being  then  soundly  healed.  Vision  with  + 
11  D.  was  20/xl-  Patient  resumed  work  a  month  later.  On 
December  20  he  was  readmitted  with  intense  pain  in,  and 
almost  complete  loss  of  vision  of,  the  left  eye.  He  had  left 
work  at  4  p.  m.  the  previous  day,  and  was  reading  until  9  p.  M. 
At  midnight  he  was  awakened  with  severe  pain  in  the  globe, 
and  on  presenting  himself  twelve  hours  later  there  was  acute 
purulent  iritis  with  hypopyon,  T+, and.  vision  reduced  to  count- 
ing fingers  with  difficulty.  No  improvement  took  place,  and 
the  eye  was  enucleated  on  January  2,  1890.  Immediate  ex- 
amination of  the  eyeball  showed  extensive  purulent  infiltration 
of  the  vitreous,  with  abundant  haemorrhages  in  the  retina,  the 
choroid  being  to  all  appearance  healthy.  Microscopic  sec- 
tions showed  that  there  had  been  accurate  apposition  of  the 
lips  of  the  corneal  wound.  The  iris  was  nowhere  adherent  to 
the  cicatrix,  but  there  was  a  slight  flat  attachment  to  the  cor- 
nea in  front  of  it.  The  suppuration  appeared  to  have  com- 
menced behind  the  margin  of  the  cornea,  where  a  few  cocci 
were  found  scattered  among  the  cells.  The  choroid  and 
deeper  layers  of  the  retina  appeared  healthy.  Dr.  Berry  said 
that  the  possibility  of  a  sudden  violent  septic  hyalitis  taking 
place  spontaneously  so  long  after  an  extraction  was  new  to 
him,  and  the  case  was  all  the  more  astonishing  in  that,  not 
only  with  respect  to  the  acuity  of  vision,  but  also  from  an 
operative  point  of  view,  it  had  been  completely  satisfactory.  A 
somewhat  similar  case  had  occurred  in  Dr.  Argyll  Robertson's 
practice.  Nearly  eleven  months  after  a  successful  cataract 
extraction,  the  eye  had  to  be  removed  for  suppurative  panoph- 
thalmitis.   This  case  further  resembled  the  writer's  in  that  the 


Society  Proceedings. 


119 


patient  was  exposed  to  great  heat.  The  sudden  onset  and 
malignant  nature  of  the  inflammation  left  no  doubt  that  it  was 
the  result  of  septic  infection  ;  but  as  it  was  quite  impossible 
that  micro-organisms  introduced  at  the  operation  could  retain 
their  vitality  so  long  without  showing  signs  of  activity,  there 
must  have  been  some  recent  inoculation  of  the  cicatricial  tis- 
sue. This  explanation  was  that  adopted  by  Mr.  Swanzy,  who 
in  1 87 1  published  three  cases  in  which  peripheral  prolapse  of 
the  iris  had  been  followed  after  a  prolonged  interval  by  a 
spontaneous  and  incontrollable  purulent  iridocyclitis.  The 
presence  of  micro-organisms  in  such  cases  was  demonstrated 
by  Leber  in  an  article  in  Graefes  Archiv,  1878,  on  "The  Inter- 
cellular Spaces  of  the  Corneal  Epithelium;"  he  stated  that  the 
bursting  of  an  attenuated  portion  of  a  peripheral  anterior 
synechia  took  place  either  spontaneously  or  as  the  result  of  a 
trifling  lesion,  and  infection  began  at  this  point.  Dr.  Berry 
had  lately  been  able  to  confirm  this  supposition  by  the  dis- 
covery of  micrococci  in  the  vitreous  in  a  case  in  which 
purulent  hyalitis  took  place  a  long  time  after  a  perfectly  nor- 
mal iridectomy  for  glaucoma  simplex.  Mr.  Priestley  Smith 
had  recorded  a  case  of  purulent  hyalitis  occurring  spontane- 
ously in  an  eye  two  years  after  cataract  extraction.  In  this 
case  there  had  been  a  slight  encleisis  of  the  iris.  In  one  men- 
tioned by  Arlt  there  was  a  prolapse  of  iris  the  size  of  a  pea 
incorporated  in  a  cystoid  cicatrix,  from  which,  after  fifteen 
years,  a  sudden  panophthalmitis  originated. 

Dr.  Brailey  cited  a  case  ot  spontaneous,  bilateral,  purulent 
hyalitis,  which  was  associated  with  obstinate  constipation,  and 
suggested  the  possibility  of  autogenetic  septicamiic  infection 
as  having  a  share  in  inducing  the  condition. 

Mr.  Marcus  Gunn  mentioned  a  case  belonging  to  the  same 
category  in  which  purulent  iritis  and  hyalitis  occurred  three 
weeks  affer  cataract  extraction,  without  any  prolapse  or  ad- 
hesion of  the  iris,  the  cornea  remaining  clear. 

Mr.  Nettleship  spoke  of  the  importance  of  these  cases 
both  from  a  clinical  and  pathological  standpoint.  He  was 
familiar  with  cases  in  which  an  eye,  blind  from  old  corneal 
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affection  or  glaucoma,  suffered  from  violent  inflammatory 
attacks  similar  to  that  mentioned,  though  whether  this  oc- 
curred in  the  absence  of  any  previous  perforation,  operative  or 
otherwise,  he  could  not  say.  Though  spontaneous  iritis,  not 
following  operations  (for  example,  cases  of  pseudo-glioma), 
might  be  due  to  septicaemia,  the  supposition  did  not  aid  the 
explanation  of  the  present  cases.  It  was  remarkable  that  in 
both  the  instances  cited  the  eyes  had  been  exposed  to  great 
heat. 

Mr.  Brailey  said  there  was  no  doubt  that  some  eyes  sup- 
purated without  local  wound,  as  after  glaucoma  which  had  not 
been  operated  on.  Between  pseudo-glioma  and  the  present 
cases  there  was  the  marked  distinction  that  in  the  former  sup- 
puration was  limited  to  the  vitreous  and  retina,  the  choroid 
escaping;  so  that  the  globe,  though  soft,  retained  its  bulk, 
whereas  in  panophthalmitis  it  quickly  shrunk. 

Mr.  Waken  Tay  mentioned  a  case  of  purulent  hyalitis  or 
panophthalmitis  in  one  eye,  following  the  arrest  of  discharge 
from  an  abscess  in  the  side.  After  enucleation  the  vitreous 
was  found  full  of  pus.  There  was  no  local  inoculation.  He 
also  mentioned  the  case  of  a  woman  who  lost  both  eyes  by  a 
condition  resembling  pseudo-glioma  after  confinement.  There 
was  shrinking  of  the  globes;  the  septic  disease  was  probably 
embolic. 

The  President  alluded  to  an  observation  made  by  him  long 
ago,  that  there  appeared  to  be  swelling  of  the  discs  in  pyaemia; 
this  might  also  be  the  case  in  the  surgical  disease. 

xote  on  the  metre  angle  in  latent  and  manifest 
Muscular  Deviations. 

This  paper,  by  Dr.  Berry,  was  read  by  the  Secretary.  Dr. 
Berry  thought  that  the  employment  of  Xagel's  metre  angle 
notation  as  a  standard  of  measurement  in  muscular  deviations 
was  not  largely  in  vogue.  If  it  was  worth  while  to  measure 
deviations  at  all,  it  was  only  consistent  that,  having  adopted 
the  metrical  system  of  measuring  refraction,  we  should  note 
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the  deviation  in  metre  angles,  especially  as  the  measurement 
of  latent  squint  could  be  made  in  metre  angles  or  fractions  of 
them  as  quickly  as  the  determination  of  the  visual  acuity  in 
the  ordinary  way.  This  was  not  the  case  with  manifest  devia- 
tions, but  it  could  be  said  that  no  more  time  was  necessary  to 
estimate  the  angular  deviation  in  metre  angles  than  in  degrees. 
Dr.  Berry  pointed  out  that  in  Nagel's  notation  the  degree  of 
convergence,  and  not  merely  of  deviation,  had  to  be  deter- 
mined, and  showed  that  the  former  was  in  any  case  of  squint 
only  half  the  latter.  The  proper  existing  association  between 
accommodation  and  convergence  in  the  case  of  a  squint  was 
given  by  the  measurement  in  metre  angles  of  half  the  angular 
deviation. 

On  the  Immediate  Effect  of  Tenotomy  on  the  Con- 
comitancy  of  a  squint. 

This  paper,  by  Dr.  Berry,  was  read  in  his  absence  by  the 
Secretary.  Dr.  Berry  first  explained  that  he  referred  to  com- 
plete tenotomy,  and  not  to  the  so-called  "partial"  tenotomies, 
as  to  the  justification  of  which  he  was  more  than  sceptical.  He 
had  been  in  the  habit  of  measuring  not  only  the  amount  of  the 
deviation  of  the  squinting  eye,  but  also  the  accuracy  of  the 
convergence  (positive  or  negative),  not  only  in  the  primary 
position,  but  also  when  the  object  of  fixation  was  carried  about 
300  to  either  side.  As  soon  as  the  scleral  attachment  of  one 
of  the  recti  had  been  divided,  the  concomitant  character  of  the 
squint  was  lost  and  the  degree  of  effect  produced  by  the  op- 
eration varied  according  to  the  direction  of  the  fixation.  For 
instance,  after  division  of  the  right  internal  rectus,  the  effect 
of  the  operation  would  be  greater  as  the  fixing  eye  was  re- 
moved from  the  middle  line  towards  the  left,  and  less  when 
moved  in  the  opposite  direction.  The  greater  effect  to  the 
left  was  obviously  due  to  insufficiency  of  the  right  internal 
rectus,  resulting  from  the  operation;  but  why  should  the  effect 
continue  to  diminish  after  the  axis  of  the  deviating  eye  had 
crossed  the  middle  line  and  was  directed  outward? 
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Mr.  Doyne  spoke  of  the  benefit  often  derived  in  cases  of 
migraine  by  correction  of  errors  of  refraction,  and  asked  the 
President  if  migraine  might  not  be  considered  as  a  species  of 
epilepsy. 

The  President  said  lhat,  scientifically  considered,  he  had  no 
doubt  migraine  was  a  species  of  epilepsy,  but  that  practically 
they  were  widely  different,  and  rarely  if  ever  interchangeable. 

Mr.  Brailey  and  Dr.  James  Anderson  referred  to  cases  in 
which  full  correction  of  ametropia  had  had  no  curative  effect 
upon  attacks  of  migraine. — British  Medical  Journal. 
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ARTIFICIAL     ATTACHMENT     OF    A  DETACHED 

IRIS. 

BY  FRANK  A.   MORRISON,  M.D.,  INDIANAPOLIS,  IND. 

It  has  occasionally  happened  during  iridectomies,  in  conse- 
quence of  unexpected  movements  of  the  eyeball  while  the  iris 
is  in  the  grasp  of  the  forceps,  that  a  considerable  portion  of 
this  structure  becomes  detached  at  its  ciliary  margin. 

In  opposition  to  the  usual  practice  of  complete  excision  of 
the  detached  portion,  the  following  case,  together  with  the 
method  of  relief,  is  given  somewhat  in  detail. 

Mr.  E.,  set.  50  years,  came  under  my  charge  in  February, 
1890,  with  the  following  history: 

While  undergoing  a  cataract  operation  by  the  von  Graefe 
method  a  sudden  movement  of  the  eye  detached  a  consider- 
able portion  of  the  iris  at  its  ciliary  border,  but  the  condition 
was  not  manifest  for  several  days  after  the  operation. 

An  examination,  February  12,  1890,  disclosed  the  following 
condition  of  the  eye. 

About  one  fourth  of  the  iris  had  been  torn  loose  at  its 
periphery  and,  falling  across  the  pupil,  attached  itself  to  the 
pupillary  margin  of  the  opposite  side  and  completely  occluded 
this  opening. 

Dreading  the  effect  of  the  removal  of  so  large  a  segment 
in  addition  to  what  had  already  been  taken  away,  the  follow- 
ing plan  was  devised  and  put  into  execution:  With  the  assist- 
ance of  Dr.  J.  A.  Haugh,  a  paracentesis  needle  was  entered  at  a 
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point  upon  the  sclerotic  just  behind  its  junction  with  the  cornea, 
where  it  was  estimated  that  the  angle  formed  by  the  union  of 
the  line  of  rupture  with  the  detached  ciliary  border  of  the  iris 
would  come  in  contact  with  the  sclerotic,  if  the  parts  were  in 
their  normal  position.  The  needle  was  then  carried  obliquely 
through  the  sclerotic  into  the  anterior  chamber  and  was  caused 
to  enlarge  the  wound  slightly  in  its  withdrawal.  Very  little  of 
the  aqueous  humor  escaped.  Now  gently  passing  a  Desmarres' 
cystotome  into  the  wound  and  across  the  anterior  chamber,  its 
cutting  edge  was  used  to  divide  the  adhesions  between  the 
contiguous  margins  of  the  iris;  this  done  the  latter  floated 
freely  in  the  aqueous  humor.  Withdrawing  the  cystotome,  a 
sharp  Tyrell's  hook  was  pushed  carefully  along  the  posterior 
surface  of  the  iris  and  made  to  seize  it  at  the  angle  formed  by 
the  rent  and  the  detached  ciliary  margin,  and  this  angle  was 
drawn  carefully  into  the  sclerotic  incision  and  there  left,  held 
securely  by  the  approximation  of  the  walls  of  the  valve-like 
slit.  The  immediate  effect  was  a  complete  restoration  of  the 
pupil  to  its  proper  shape,  accompanied,  of  course,  by  an  im- 
mense increase  in  the  volume  of  light  entering  the  eye.  Very 
little  reaction  followed,  and  in  the  course  of  a  few  hours  the 
iris  was  firmly  fixed  in  its  new  locality. 

Freely  admitting  that  one  case  proves  little,  yet  this  one 
shows  the  possibilities  of  such  an  operation  under  discourag- 
ing circumstances. 

If  successful,  an  immense  advantage  accrues  to  the  patient. 
When  this  accident  is  detected  at  the  time  of  the  iridectomy, 
whether  for  cataract  or  other  causes,  it  is  probable  that  the  iris 
could  be  confined  in  the  angle  of  the  incision,  if  such  incision 
has  been  made  in  the  sclerotic.  If,  however,  the  incision  has 
been  made  in  the  cornea  or  from  its  location  would  produce 
too  great  a  traction  on  the  iris,  it  would  be  better  to  make  an 
independent  puncture  and  proceed  as  above  described.  The 
presence  of  the  aqueous  humor  in  all  stages  of  the  operation 
greatly  facilitates  matters,  and  care  should  be  taken  to  limit 
the  sclerotic  incision  to  avoid  gaping  of  the  wound. —  Weekly 
Med.  Rev. 
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THE  VALUE    OF    OCULAR    SYMPTOMS    IN  THE 
DIAGNOSIS   OF  SYPHILIS. 


BY  S.  G.  DABNEY,  M.D. 

Professor  of  Physiology  and  Clinical  Lecturer  on  Diseases  of  the  Eye,  Ear  and 
Throat,  Hospital  College  of  Medicine,  Visiting  Surgeon  to  Eye 
and  Ear  Department  of  Louisville  City  Hospital. 

It  is  generally  admitted  that  the  diagnosis  of  constitutional 
syphilis  must  rest  upon  the  co-existence  or  history  of  a  number 
of  symptoms  more  or  less  indicative  of  that  diathesis.  There 
are  a  few  conditions,  however,  which  point,  even  in  the  absence 
of  any  corroborative  evidence,  with  great  certainty  to  syphilis. 
I  wish  to  call  attention  to  some  of  these  which  are  peculiar  to 
the  eye. 

There  is  an  affection  of  the  cornea  which  is  by  many  author- 
ities believed  to  be  pathognomonic  of  inherited  syphilis;  all 
agree  that  it  is  a  strong  indication  of  this  condition.  The  dis- 
ease is  a  diffuse  interstitial  inflammation  of  the  cornea;  the 
cornea  acquires  a  "ground- glass"  appearance,  and  may  become 
so  opaque  as  to  lower  the  visual  power  to  the  counting  of  fin- 
gers at  only  a  few  feet.  Both  eyes  are  usually  affected,  and 
the  disease  runs  a  very  tedious  course,  from  several  months  to 
several  years.  The  iris  and  choroid  are  prone  to  become  in- 
flamed also;  if  these  complications  are  prevented  by  appro- 
priate treatment  the  final  result  is  usually  good.  It  is  not  rare 
for  this  symptom  to  be  the  first  observed  to  indicate  the  con- 
stitutional disease,  though  writers  on  syphilis  place  it  among 
the  latest  evidences  of  inherited  taint.  It  usually  occurs  be- 
tween the  ages  of  five  and  fifteen,  but  has  been  seen  as  late  as 
thirty.  The  following  case,  except  that  the  affection  began 
later  than  usual,  presents  a  typical  history: 

Miss  Z.,  set.  16  years,  consulted  me  lately  in  regard  to  her 
right  eye;  it  was  somewhat  sensitive  to  light,  but  otherwise 
caused  little  pain;  there  was  decided  ciliary  injection,  the  iris 
was  "muddy"  ,and  the  pupil  sluggish;  the  diffusely  cloudy 
cornea  presented  here  and  there  little  points  of  darker  opacity; 
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the  vision  was  reduced  to  counting  ringers  at  ten  feet.  From 
this  condition  alone,  without  other  symptoms  and  without  per- 
sonal or  family  history,  the  diagnosis  is  sufficiently  certain  to 
warrant  antisyphilitic  treatment,  but  on  looking  at  the  teeth 
of  my  patient  I  found  the  most  typical  Hutchinson  upper 
middle  incisors,  wedge-shaped  and  with  central  notch.  The 
mother  told  me  that  her  daughter  a  few  years  before  had  suf- 
fered from  a  synovitis,  which  yielded  to  iodide  of  potash;  an 
older  sister  had  had  a  similar  disease  of  the  eyes  which  lasted 
about  two  years,  but  finally  disappeared,  leaving  only  a  trace 
of  corneal  opacity. 

Gummata  in  the  eye  are  not  very  common,  but  can  be  occa- 
sionally recognized;  they  are  oftenest  seen  in  the  iris,  but 
sometimes  in  the  ciliary  region,  or  in  the  sclera  further  back. 

The  following  case  illustrates  gumma  of  ciliary  body  and 
sclera: 

Some  six  weeks  ago  Mrs.  X.  consulted  me  as  to  her  left 
eye.  I  found  over  the  upper  inner  section  of  the  sclera,  be- 
ginning a  few  lines  from  the  corneal  margin,  a  sharply  circum- 
scribed bulging  prominence;  it  was  very  sensitive  to  touch  and 
caused  considerable  pain;  the  overlying  sclera  was  of  a  deep 
red  color.  The  disease  had  begun  about  a  week  before  and 
was  growing  rapidly  worse.  The  same  eye  had  long  been 
blind  from  an  extensive  atrophic  choroiditis  involving  the 
macula.  Such  an  appearance  was  almost  proof  positive  of 
constitutional  syphilis,  though  no  other  evidences  were  to  be 
detected  at  the  time.  The  scleral  bulging,  with  its  injection, 
pain  and  tenderness,  rapidly  subsided  under  the  use  of  mer- 
cury (hydrargyrum  cum  creta,  3  grains  daily)  and  iodide  of 
potash(30  grains  daily).  The  lady  told  me  that  her  first  hus- 
band suffered  from  syphilis,  and  she  believed  had  iniected  her; 
a  letter  recently  received  from  her  family  physician  corrobor- 
ates this  opinion. 

Of  plastic  inflammations  of  the  iris  not  less  than  60%  are 
syphilitic. 

There  is  a  condition  of  the  vitreous  body,  visible  with  the 
ophthalmoscope,  which  points  with  very  great  probabilitv  to 
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syphilis.  It  is  a  cloudiness  due  to  fine  dust-like  opacities, 
which  may  be  seen  to  float  about  as  the  eye  is  moved  in  differ- 
ent directions.  This  state  of  the  vitreous  is  occasioned  by  a 
chorioretinitis,  nearly,  if  not  quite,  invariably  of  specific  nature. 
Gummata  in  the  choroid  are  sometimes  seen.  Hutchinson  has 
reported  a  case  in  which  this  was  the  only  sequel  of  a  syphilis 
whose  initial  lesion  and  secondary  eruption  he  had  treated 
many  years  before. 

Ophthalmoplegia  interna,  paralysis  of  the  constrictor  muscle 
of  the  iris  and  of  accommodation  should  always  excite  strong 
suspicions  of  syphilis,  unless  some  other  cause  is  obvious,  such 
as  diphtheria,  which,  however,  does  not  generally  cause  the 
dilated  pupil,  even  when  it  produces  paralysis  of  accommoda- 
tion. This  form  of  ocular  paralysis,  according  to  a  recent 
writer,  generally  follows  cases  of  mild,  early  syphilis,  and  con- 
sequently cases  which  may  easily  have  been  overlooked.  I 
have  myself  within  the  last  year  seen  a  striking  instance  of 
this.  Mr.  Y.,  a  lawyer  of  distinction,  consulted  me  as  to  his 
right  eye;  there  was  mydriasis  and  loss  of  accommodative 
power;  on  asking  whether  he  had  ever  had  syphilis,  he  told 
me  that  he  had;  furthermore,  that  for  the  primary  sore  he  had 
consulted  a  physician,  who,  after  some  observation  of  the  case, 
assured  him  that  he  did  not  have  syphilis;  accordingly  he  mar- 
ried soon  afterward.  His  first  child  presented  a  disease  of  the 
skin  which,  as  it  resisted  ordinary  measures,  Dr.  Bloom,  of  this 
city,  was  called  to  treat.  He  at  once  recognized  its  true  na- 
ture, and  on  questioning  the  father  was  convinced  that  he  was 
the  subject  of  syphilis. 

Of  paralysis  of  the  external  muscles  of  the  eye  about  30% 
are  syphilitic.  There  are  many  other  diseases  of  the  eye 
caused  by  syphilis,  but  I  have  attempted  to  enumerate  only  a 
few  of  those  most  important  from  the  standpoint  of  diagnosis. 
— Amer.  Pract.  and  News. 
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PRIMARY     CHANCRE     OF     THE  CONJUNCTIVA. 

BY  F.  W.  MARLOW,  M.D.,  M.R.C.S., 

I'rofessor  of  Ophthalmology  in  the  Medical  Department  of  the  University  of  Syra- 
cuse, N.  Y.,  etc. 

The  following  case  is  thought  worthy  of  record  on  account 
of  its  rarity  and  the  perhaps  somewhat  unusual  character  of 
the  source  of  infection.  A  fair  number  of  cases  of  Hunterian 
chancre  of  the  lid  margin  have  been  reported,  but  very  few  in 
which  the  sore  has  been  situated  on  more  remote  portions  of 
the  conjunctiva.  Nettleship  has  reported  two  cases,  one  of 
which  I  had  the  good  fortune  to  see,  and  Wherry  and  Adams 
each  one,  in  which  the  chancre  was  situated  on  the  palpebral 
conjunctiva  near  the  posterior  margin  of  the  tarsal  cartilage  of 
the  upper  lid.    Beyond  these  I  am  aware  of  no  reported  cases. 

Mrs.  G.,  set.  49  years,  a  widow;  seen  for  the  first  time  on 
August  24,  1886.  At  that  date  the  left  upper  lid  had  been  in- 
flamed and  swollen  about  one  week;  there  had  been  sufficient 
pain  to  disturb  rest,  and  some  discharge.  I  found  the  lid  much 
swollen,  especially  at  the  inner  end,  where  a  deep  circum- 
scribed induration  could  be  felt.  The  upper  lid  overlapped  the 
lower  end  and  could  not  be  everted.  By  lifting  it  slightly  away 
from  the  eye  the  presence  of  chemosis  could  be  made  out, 
and  also  the  fact  that  the  cornea  and  iris  were  normal  in  ap- 
pearance. There  was  some  flaky  discharge.  Lead  lotion  and 
hot  fomentations  were  ordered. 

August  26.  — No  better;  pre-auricular  gland  enlarged.  The 
possibility  of  its  being  a  case  of  primary  chancre  was  enter- 
tained. No  ulceration  could  be  made  out,  however,  on  the 
conjunctiva  as  far  as  it  could  be  exposed.  The  family  physi- 
cian knew  of  no  possible  source  of  infection. 

I  was  called  to  see  her  again  about  ten  days  later.  No  im- 
provement had  taken  place  in  the  interval.  Ulceration  had 
now  extended  to  the  edge  of  the  eyelid  near  the  inner  can- 
thus,  and  a  ragged  ulcer  could  be  seen  on  the  palpebral  con- 
junctiva by  a  partial  eversion  of  the  lid.    There  was  consider- 
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able  pain;  the  pre-auricular  gland  was  larger,  and  the  glands 
under  the  left  side  of  the  jaw  were  swollen  to  the  size  of  a 
small  orange.  The  fauces  were  congested  but  no  ulceration 
was  seen.  There  was  one  doubtful  spot  on  the  nose  but  no 
general  eruption. 

The  diagnosis  of  primary  chancre  was  made,  and  confirmed 
before  we  left  the  house  by  finding  that  the  patient's  daughter 
was  the  mother  of  an  illegitimate  child,  the  subject  of  severe 
and  inherited  syphilis.  It  was  small  in  size,  wizen-faced,  and 
covered  from  head  to  foot  and  down  to  its  finger  tips  with  pap- 
ulosquamous copper-colored  eruption.  The  grandmother  (the 
patient)  had  been  taking  almost  entire  charge  of  the  child.  It 
seemed  most  probable  that  infection  had  been  produced  by  the 
fingers  of  the  child  coming  into  contact  with  the  eye  of  the 
patient,  although  we  could  obtain  no  history  of  this  fact. 

Rapid  improvement  took  place  under  the  local  application 
and  internal  administration  of  mercury. 

The  exact  site  of  this  chancre  could  not  be  determined,  but 
it  seems  probable  that  its  starting  point  was  in  the  retro-tarsal 
fold,  rather  than  entirely  upon  the  palpebral  conjunctiva;  for 
this  position  would  better  explain  the  chemosis  and  the  impos- 
sibility of  everting  the  lid.  In  the  late  stage,  however,  ulcer- 
ation spread  along  the  palpebral  surface  to  the  margin  of  the 
lid.— N.  Y.  Med.  Jour. 


CORRESPONDENCE. 


Salt  Lake  City,  April  10,  1890. 

Editor  American  Journal  of  Ophthalmology. — I  see  in 
your  journal  of  August,  18S9,  that  Dr.  Henry  D.  Xoyes,  of 
New  York,  reports  a  case  where  he  disco\-ered  an  eye-lash  in 
the  punctum  of  the  lower  lid. 

Some  two  months  ago  I  felt  considerable  irritation  in  the 
inner  canthus  of  my  own  eye  for  twenty-four  hours.  It  an- 
noyed me  very  much.  On  meeting  with  a  fellow  oculist  one 
evening  I  requested  him  to  see  if  there  was  not  something  in 
my  eye.  I  could  find  nothing,  though  it  was  by  artificial 
light  and  not  very  good.  On  making  a  search  myself  with  the 
use  of  a  head-mirror  I  found  projecting  from  the  upper  punc- 
tum a  hair — which  proved  to  be  an  eye-lash — which  had 
found  its  way  in  about  half  its  length. 

I  found  another  in  the  punctum  of  the  upper  lid  of  a  boy 
who  was  brought  to  me  stating  he  had  something  in  his  eye. 

Yours  truly,  J.  J.  McAchran,  M.D. 


REVIEWS. 


A  Text-Book  of  Diseases  of  the  Eye.    By  Henry  D.  Xoyes, 
A.M.,  M.D.    New  York,  William  Wood  &  Co.  1890. 

We  are  just  in  receipt  of  this  admirable  text-book  and  has- 
ten to  recommend  it  most  highly  to  our  readers.  Dr.  Noyes' 
book  has  been  preceded  by  a  smaller  volume  which  was  one 
of  the  best;  this,  a  considerably  larger,  one  is  still  more  so.  Its 
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language  is  clear,  concise  and  perspicuous.  All  the  modern 
additions  to  our  knowledge  are  embodied  in  the  work,  which 
gives  also  a  large  amount  of  material  from  the  author's  experi- 
ence. It  is  very  nicely  illustrated  by  no  less  than  236  wood 
engravings  and  1 1  plates,  partly  in  black  and  white,  and  partly 
in  colors. 

Annual  of  the  Universal  Medical  Sciences.  Issue  of  1889. 
Edited  by  Ch.  E.  Sajous,  M.D.,  and  seventy  associate 
editors. 

It  is  hardly  necessary  to  speak  of  the  value  of  such  a  work 
to  every  practitioner.  Our  readers  are  probably  particularly 
interested  in  the  department  of  ophthalmology.  This  is  from 
the  hands  of  Dr.  Ch.  A.  Oliver,  and  will  be  of  great  help  as  a 
book  of  reference.    It  is  profusely  and  well  illustrated. 

Saunders'  Question  Compends.  W.  B.  Saunders,  Philadel- 
phia. 1890. 

We  are  in  receipt  of  four  of  these  little  volumes:  On 
Pathology  and  Morbid  Anatomy,  by  A.  Semple;  on  Examina- 
tion of  Urine,  by  L.  Wolff;  on  Diseases  of  the  Skin,  by  F.  W. 
Stellvvagon,  and  on  Gynaecology,  by  E.  B.  Coagin.  They  are 
well  and  practically  illustrated,  and  will  be  decidedly  useful  to 
students  and  quizz-masters. 

Practical  Electricity  in  Medicine  and  Surgery.  By  G.  A. 
Liebig,  Ju.,  Th.D.,  and  G.  H.  Rohe,  M.D.  Philadelphia  and 
London,  F.  A.  Davis.  1890. 

In  the  preface  to  this  comprehensive  and  nicely  illustrated 
volume  the  authors  state,  that  they  have  endeavored  to  place 
into  the  hands  of  the  student  and  practitioner  an  intelligent 
account  of  the  science  of  electricity;  and  a  trustworthy  guide 
to  its  applications  in  the  practice  of  medicine  and  surgery. 
We  think  they  have  well  succeeded.  Alt. 


NEWS. 


Jac.  H.  Hock,  born  at  Prage,  October  3-,  1 831 ,  died  at 
Vienna,  February  2,  1890. 

He  studied  in  Vienna,  especially  under  E.  von  Jaeger; 
habilitated  himself  in  1872,  and  has  enriched  science  by  num- 
erous contributions  (on  apparent  myopia,  on  the  function  of 
the  meridional  fibres  of  the  ciliary  muscle,  on  syphilitic  eye 
affections,  the  reports  of  his  clinic,  articles  in  Eulenburg's 
Encyclopaedia,  and  a  book:  Propcedentik  sum  Studium  der 
Augenheilkunde ,  Vienna,  1887),  before  he  became  the  victim  of 
a  painful  malady,  from  which  death  has  liberated  him. 

The  New  York  Ophthalmological  Society. — The  follow- 
ing-named gentlemen  have  been  elected  officers  for  the  en- 
suing year:  Dr.  Samuel  B.  St.  John,  of  Hartford,  Conn., 
president;  Dr.  H.  S.  Oppenheimer,  vice-president;  Dr.  John 
E.  Weeks,  secretary  and  treasurer;  Dr.  Charles  E.  Hackley, 
Dr.  Charles  S.  Bull  and  Dr.  D.  B.  St.  John  Roosa,  committee 
on  admissions. 
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OTTO    BECKER  + 


BY  J.  HIRSCHBERG. 


(Centralblatt  fur  Aiigenhlkde.) 

Otto  Becker  was  born  in  Dornhof,  near  Ratzeburg,  a  small 
town  in  Mecklenburg  Strelitz,  on  May  3,  1828.  His  road  to 
scientific  studies  was  not  very  smooth.  The  boy  first  learned 
Latin  from  an  old  lady,  to  whom  his  gratitude  never  ceased; 
when  ten  years  ago  I  had  successfully  operated  on  this  teacher 
for  cataract,  he  wrote  me  letters  full  of  warm  sentiments. 
In  1847  he  studied  theology  and  philology  at  Erlangen. 
Like  other  emminent  naturalists  and  physicians  he,  too, 
began  with  the  study  of  theology.  The  knowledge  of  lan- 
guages he  thus  brought  with  him  when  studying  medicine; 
taste  and  pure  language  predominate  in  his  writings,  which 
is  particularly  commendable  in  this  period  when  so  little 
attention  is  paid  to  these  things. 

Otto  Becker  was  a  gallant  student,  an  excellent  fencer  and 
shooter,  a  true  friend  to  his  associates.  Nature  had  gifted  him 
richly,  soul  and  body.  The  impressively  tall  form  of  the 
blonde  Northern  German  has  been  immortalized  in  Kaulbach's 
picture  of  the  destruction  of  Jerusalem. 

From  1848  till  185 1  he  studied  natural  sciences  and  mathemat- 
ics at  Berlin,  thus  fitting  himself  in  the  best  possible  manner 
for  the  profession  which  finally  became  the  task  of  his  life. 
Every  one  who  has  read  with  attention  and  care  his  great 
work  on  the  pathology  of  the  crystalline  lens  (in  Graefe- 
Saemisch),  is  struck  with  the  clearness  and  simplicity  of  the 
mathematical  deductions  which  are  in  an  agreeable  contrast 
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with  the  tedious  figurings  of  many  colleagues  which  prove 
nothing,  but  that  it  was  a  difficult  job  to  get  through  with. 

He  came  to  Vienna  as  teacher  in  the  family  in  which  it  was 
his  lot  to  find  his  true  mate  for  life.  He  now  studied  medi- 
cine from  1854  to  1857  with  untiring  energy,  in  order  to  win  a 
place  in  the  world,  he  at  once  took  up  scientific  research.  In 
1862  he  was  made  private  assistant  to  F.  von  Arlt  and  then 
clinical  assistant  and  in  1867  he  habilitated  himself  at  the 
Vienna  University  for  ophthalmology.  It  was  extremely  pleas- 
ant to  all  to  see  the  friendship  between  teacher  and  pupil. 
Without  envy  and  full  of  admiration  the  plain  Arlt  viewed 
the  rich  gifts  and  the  innate  nobility  of  his  greatest  pupil.  Full 
of  love  Becker  revered  the  old  Arlt  as  if  he  were  his  father, 
and  was  continually  studying  how  even  in  small  things  he 
could  give  him  some  pleasure,  whether  it  was  at  the  meetings 
of  oculists  at  Heidelberg,  or  at  Vienna  at  occasional  visits,  at 
the  seventieth  birthday  of  the  master,  or  during  his  severe  ill 
ness.  We  owe  the  biography  of  Arlt,  which  is  of  such  great 
an  educational  value  to  Otto  Becker. 

Becker  showed  the  same  grateful  admiration  also  for  the 
general  teacher  of  German  oculists,  A.  von  Graefe.  When 
one  day  sitting  in  a  restaurant  in  Berlin  he  discovered  pictures 
of  von  Graefe,  Donders,  and  Bowman  which  had  found  their 
way  there  from  von  Graefe's  estate,  he  at  once  bought  them 
and  conceived  the  idea  of  a  Graefe  museum,  the  foundation  of 
which  he  began  with  great  zest  and  which  a  few  months  be- 
fore his  death,  at  last  years'  Heidelberg  meeting,  he  recom- 
mended to  his  colleagues,  in  his  peculiar  and  stirring 
oratory. 

In  the  same  manner  he  perpetuated  the  memory  of  H. 
Miiller  by  publishing  his  works  concerning  the  eye. 

When  in  1868  O.  Becker  was  called  to  Heidelberg  to  fill  the 
vacancy  created  by  Professor  Knapp's  removal  to  New  York, 
he  was  as  yet  little  known  as  an  oculist.  Aside  from  a  num- 
ber of  small  papers  (for  instance,  On  Accommodation),  a  small 
article  in  Mauthner's  Classical  Ophthalmoscopy,  his  tests  for 
astigmatism,  the  yearly  report  of  von  Arlt's  clinic,  he  had  then 
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only  published  the  German  edition  of  Donder's  work  "On 
Accommodation  and  Refraction."  But  at  the  beautiful  seat 
of  the  Muses  on  the  Neckar,  in  the  finest  eye  clinic  I  have  seen 
in  the  world,  he  has  done  more  in  his  22  years'  work  than 
most  of  the  contemporaneous  colleagues,  and  has  adorned  his 
name  with  immortal  renown.  His  best  achievement  is  the 
classical  work  on  the  pathology  of  the  crystalline  lens  in  the 
Graefe-Saeinisch  hand-book,  of  which  it  is  one  of  the  best 
parts.  This  has  received  a  worthy  completion  by  the  work 
on  the  anatomy  of  the  normal  and  the  diseased  crystalline 
lens  which  he  published  with  his  pupils  in  1883.  The  path- 
ological anatomy  of  the  eye  was  especially  studied  at  Heidel- 
berg under  his  guidance,  and  an  astonishingly  large  collection 
of  eyeballs  and  microscopical  slides  was  there  accumulated. 

Whoever  gave  O.  Becker  an  eyeball,  was  certain — even  if 
after  years  only — to  get  a  complete  report  and  excellent  slides. 
He  has  educated  numerous  pupils  in  this  art.  Whenever, 
during  the  last  years,  any  of  the  younger  physicians  who  came 
to  my  lectures,  expressed  the  desire  to  work  at  the  histology 
of  the  eye,  I  sent  him  to  Hoidelberg;  and  every  one  of  them 
,vas  satisfied.  A  large  Atlas  of  the  topagraphical  anatomy  of 
the  eye  (1S74  to  1878)  was  the  result  of  O.  Becker's  anatomi- 
cal labors. 

Moreover,  we  owe  to  him  important  contributions  to  the 
chapters  on  tumors,  on  leukaemic  retinitis,  on  the  obstructions 
of  the  lachrymal  drainage  apparatus,  on  color-blindness,  on 
myopia  and  others;  he  showed  the  sharp  eye  of  the  investiga- 
tor, I  might  almost  say  of  the  sharpshooter,  when  he  discov- 
ered the  visible  pulsation  in  Basedow's  disease,  since  even  after 
his  discovery  an  experienced  ophtholmoscopist  could  look  for 
a  long  time  into  such  an  eye,  before  he  saw  the  extremely 
slight  movement. 

Otto  Becker  was  an  excellent  teacher.  The  natural  gift  of 
oratory  which  we  had  occasion  to  admire  as  well  at  the  scien- 
tific meetings  of  the  ophthomologists  and  naturalists,  as  at  the 
joyful  festivities  which  used  to  follow  them,  did  not  fail  him  in 
the  auditorium.    His  clinical  work  lies  open  and  clear  before 
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us  in  his  report  on  20  years  of  work  of  the  eye-clinic  of  the 
Heidelberg  university,  the  beautiful  festival  gift  to  the  inter- 
national meeting  in  1888.  Furthermore,  what  I  think  is  of 
especial  importance,  he  has  educated  excellent  assistants,  sev- 
eral of  whom  have  been  made  professors  in  Germany  and  in 
other  countries:  a  noble  nature  lets  others  partake  of  her 
riches. 

Otto  Becker  was  a  fine,  art-loving  spirit,  who  not  only  knew 
how  to  tastefully  decorate  his  home,  but  who  also  presented 
to  the  participants  of  the  international  meeting  the  copper- 
plate of  Daviel,  as  a  beautiful  memento  of  the  days  so  full  of 
scientific  work  and  pleasures.  Through  A.  von  Graefe,  a 
similarly  amiable  character  the  Heidelberg  Congress  was 
originated.  After  his  only  too  premature  death  it  was  due  to 
O.  Becker  that  it  was  perpetuated  in  the  same  old  manner. 
Many  will  feel  with  me,  that  it  was  seeing  Otto  Becker  again, 
what  gave  them  the  greatest  pleasure  when  they  started  for 
Heidelberg.  It  will  be  hard  to  replace  him;  almost  impossi- 
ble to  excel  him.  The  brilliant  arrangement  of  the  Interna- 
tional Congress  of  Ophthalmologists  in  1888,  the  first  one  on 
German  soil,  at  which  even  our  French  colleagues  were  so 
well  represented,  was  principally  his  work.  The  more  admira- 
ble was  the  modesty  with  which  he,  unlike  so  many  gifted 
natures,  returned  to  the  background  when  the  work  was  done. 
Every  one  who  had  the  good  luck  to  become  more  intimate 
with  him  will  forever  keep  his  memory  warm. 

It  is  hard,  but  natural,  that  every  necrology  has  to  speak  of 
the  sickness  and  death  of  its  subject. 

Like  on  many  great  men,  fortune  has  smiled  on  Otto  Becker. 
Elated  by  his  successes  in  science  and  art,  full  of  pleasure  at 
the  progress  of  his  young  sons,  the  strong  man  began  to  fall 
ill.  For  several  years  he  complained  when  taking  his  vaca- 
tion trip,  that  he  felt  often  ill  enough  to  interfere  with  his 
work.  Still  his  sudden  death,  after  a  short  illness,  came  unex- 
pected to  all  of  us,  an  unthought  of  stroke  of  fate.  We  feel 
the  deep  pain  of  his  family  and  share  it;  for  us,  too,  Otto 
Becker  is  dead. 
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THE  USE  OF  SKIASCOPY  {The  Shadow   Test)  IN  THE 
DETERMINATION  OF  REFRACTIVE  ERRORS, 


BY  H.  V.  WURDEMANN,  M.D.,  OF  MILWAUKEE,  WISCONSIN. 


Without  going  into  details  in  regard  to  the  optical  princi- 
ples of  skiascopy,  I  will  endeavor  to  point  out  some  of  its  advan- 
tages and  applications  in  the  determination  of  those  forms  of 
ametropia  which  require  exact  correction  by  lenses.  The 
subject  has  crept  into  all  recent  text-books  and  works  upon 
the  eye,  although  in  some  of  them1  totally  inaccurate  and  mis- 
leading descriptions  of  the  procedure  are  given. 

For  a  complete  description  of  the  principles  involved  in  this 
method  of  testing  the  refraction  of  the  eyes,  I  will  refer  to  the 

"'Traite  des  Maladies  des  Yeux."  Galezowski,  3d  edition.  Paris  :  J.  B.  Halliere, 
1888,  p.  824. 

"A  Manual  of  the  Diseases  of  the  Eye,"  MacNamara,  4th  edition.  Philadelphia; 
P.  Blakiston,  Son  &  Co.,  1882.   Pp.  502-504. 
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paper  of  Swan  M.  Burnett  on  Skiascopy,2  published  in  1 888, 
and  the  same  author's  more  pretentious  work  on  Astigmatism.3 

Skiascopy,  like  all  other  valuable  inventions,  has  received 
its  full  share  both  of  condemnation  and  approval.  The  Ger- 
mans affect  to  look  down  upon  the  method  and  do  not  seem 
willing  to  give  it  even  a  fair  trial.*  Such  men  as  Fuchs, 
Konigstein  and  Stellwag,  of  Vienna,  Schweigger  and  Hirsch- 
berg,  of  Berlin,  insist  that  the  direct  method  of  ophthalmo- 
scopic observation  is  "good  enough"  for  them.  In  discussing 
this  subject  with  one  of  these  same  gentlemen,  in  the  autumn 
of  1889,  in  the  latter's  clinic,  he  picked  up  an  ophthalmoscope 
and  at  a  distance  of  20-25  cm-  (8-10  inches)  from  the  patient's 
eye  he  twisted  and  turned  the  mirror  up  and  down,  from  side 
to  side,  and  remarked  that  he  "saw  no  shadow."  Well, 
how  could  he? 

Although  this  method  of  objective  optometry  originated 
in  France,5  it  has  not  yet  in  that  country  been  awarded  the 
place  it  merits.  In  England6  the  shadow  test  is  in  use,  al- 
though observers  generally  adhere  to  the  slow  and  tedious 
method  of  the  trial  frame  and  lenses.  It  is  true  that  the  Eng- 
lish use  an  apparatus,  but  this  is  so  clumsy  and  patience-tiring 
in  application  that  the  chief  use  of  the  machine  seems  to 
be  in  ornamenting  shelves  where  other  relics  of  the  past 
are  stored.  In  the  Eastern  States7  skiascopy  is  generally  used, 
but  in  the  West  very  little  is  known  of  it. 

By  this  method  of  optometry  one  can  determine  at  the  first 
glance  as  to  a  patient's  ametropia  and  can  in  a  moment  decide 

2''Skiascopy  or  the  'Shadow'  Test  for  the  Determination  of  the  Refraction  of  the 
Eyes."    Burnett,  The  Medical  News,  Sept.  15,  18SS. 

3"A  Treatise  on  Astigmatism."     Burnett,  J.  II.  Chambers  &  Co., St.  Louis,  1887. 

4During  my  residence  in  Vienna  in  1889,  I  had  the  satisfaction  of  teaching  the 
use  of  skiascopy  to  a  number  of  Germans  and  Americans  in  the  course  of  a  series  of 
lectures  on  Refraction. 

5The  "Shadow"  test  was  discovered  by  (uignet  in  1873,  and  was  named  incorrectly 
"Keratoscopie"  (see  Recueil  d.  Ophthalmologic,  1873.) 

"The  English  term  this  method  "/te/inosco/if,"  another  incorrect  name. 

"The  term  proposed  by  M.  Egger  and  brought  into  prominence  by  Burnett. 
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whether  the  subject  is  myopic,  hypermetropic  or  astigmatic. 
Almost  my  first  procedure  where  ametropia  is  suspected  is  to 
escort  the  patient  into  the  dark  room,  where  by  skiascopy  the 
kind  and  degree  of  optical  defect  may  be  quickly  decided.8 
Much  useless  testing  by  plus  and  minus  glasses  is  thus  avoided. 
By  the  shadow  test  complete  glasses  are  easily  fitted  to  the 
most  dense  person  or  to  children. 

By  the  use  of  skiascopy  in  conjunction  with  the  direct  oph- 
thalmoscopic method  and  the  test  lenses,  glasses  can  be  fitted 
to  any  one  with  little  or  no  questioning.  Thus  not  only  time 
but  temper  is  saved.  "This  method  is  founded  upon  the  ob- 
served fact  that  when  the  light  from  a  flame,  placed  in  the  ordin- 
ary position  for  ophthalmoscopic  examination,  is  thrown  into 
the  eye  at  a  distance  of  from  3  to  5  feet  from  the  eye,  and  the 
mirror  is  rotated  about  one  of  its  axes,  a  shadow  is  observed 
to  pass  across  the  bright  area  of  the  pupil  and  the  direction 
and  rapidity  with  which  the  shadow  moves  serve  as  a  basis  for 
diagnosis."9 

In  emmetropia,  hypermetropia  and  myopia  under  .75  D., 
(using  the  concave  mirror  of  the  ophthalmoscope)  the  move- 
ment is  against  the  rotation  of  the  mirror. 

In  myopia  over  .75  D.  the  movement  is  with  the  rotation  of 
the  mirror.  The  greater  the  degree  of  ametropia  the  slower 
the  movement  and  the  less  brilliant  is  the  image. 

The  accompanying  table  exhibits  the  changes  in  the  appear- 
ance of  the  image,  when  the  concave  mirror  of  an  ophthal- 
moscope is  used  at  a  distance  of  one  meter  from  the  eye. 

8A  rough  method,  "first  suggested  by  Chibrte,  but  also  by  Jackson,  of  Philadelphia, 
is  to  move  the  mirror  toward  the  eye  under  examination  until  the  point  of  reversal  is 
found;  then  the  distance  from  the  observed  to  the  observing  eye  marks  the  far  point 
of  the  eye  under  examination."  From  Burnett  on  Skiascopy,  The  Medical  News, 
Sept.  15, 1888. 

"Burnett,  "A  Treatise  on  Astigmatism." 
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Refraction. 


Emmetropia :  - 
Hypermetropia : 

a;  of  low  degree, 
b;  of  high  degree, 
Myopia  : 

a;  of  less  than  .75  D., 
6;  Qi  .JS  D.,  -  - 
c:  ot  low  degree  above 

•75  D.,   -      -  - 
d;  of  high  degree, 
Astigmatism : 

a;  Hypermetropic, 
(simple), 
(compound), 
b;  Myopic, 

(simple)  to  .75  D.,  - 
(simple)  over  .75  D., 
(compound),  both  me 
ridians  under  .75  D. 
one  meridian  under, 

one  over  .75  D.,  - 
both   meridians  over 
•  75  D.,      -  - 
c;  Mixed, 

under  .75  D.  of  Myo 

pia,  .-. 
over  .75  D.  of  Myopia 
d;  Oblique, 


Direction  of 
Movement. 


Rapidity  of 
Movement. 


Against 


With 


Against  in  both 
meridians. 


[  Against  in  em- 
I  metropic  and 
j  with  in  astig- 
j  maticmerid'n 
(  Against  in  both 
^  meridians 
'  Against  in  me 
ridian  under 
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WhenJthe  plane  mirror  is  used  these  appearances  are  re- 
served. In  Emmetropia,  Hypermetropia  and  Myopia  under 
75  D.,  the  movement  is  with,  and  in  Myopia  over  75  D.,  against 
the  rotation  of  the  mirror. 

It  will  be  noticed  that  75  D.  of  Myopia  is  taken  as  a  stand- 
ard; and  that,  by  reducing  the  appearances  exhibited  under 
the  shadow  test  by  all  forms  of  Ametropia  to  those  given  by  a 
Myopia  of  that  degree,10  we  are  enabled  to  measure  all  forms  of 
refractive  errors.  To  do  this  it  is  necessary  to  place  and  re- 
place lenses  in  the  front  of  an  eye  until  these  appearances  are 
produced.  Either  a  trial  frame  and  test  lenses  (the  placing 
and  replacing  of  which  consumes  a  great  deal  of  time),  or  a 
disk  containing  the  proper  lenses  rotated  in  front  of  the  eye, 
must  be  used. 

Mr.  Doyne,  of  Oxford,  in  the  Ophthalmic  Section  of  the  In- 
ternational Medical  Congress,  held  in  Washington,  in  1887,  ex- 
hibited a  disk  for  Skiascopy,  or  as  he  called  it  "Retinoscopy." 
This  was  an  immense  machine.  I  saw  several  of  these  affairs 
in  London  but  they  seemed  to  be  seldom  used. 

At  the  Ophthalmic  Section  of  the  American  Association 
held  in  Washington,  in  September,  1888,  Dr.  Burnett,  of  that 
city,  exhibited  a  simple  disk  of  hard  rubber,  containing  twenty- 
five  lenses,  which  was  intended  for  use  in  Skiascopy.  This  ap- 
paratus swung  upon  an  elbow  and  could  be  screwed  to  the 
wall  of  the  dark  room.  A  modification  of  these  instruments 
is  what  I  have  to  offer  in  the  following: 

This  apparatus  consists  of  a  hard  rubber  disk,  4  mm.  in 
thickness,  30  cm.  in  diameter,  in  which  are  concentrically  placed 
twenty-four  lenses  as  follows: 

Plus:    .25;  .50;  .75;  1;  1.25;  1.50;  2;  2.50;  3;  4.50;  6;  b. 

Minus:    .25;  .50;  .75;  1;  1.35;  1.50;  2;  2.50;  3;  4.50;  6;  8. 

The  disk  revolves  upon  a  pivot  connected  with  brass  bar" 
which  is  attached  to  the  wall  of  the  dark  room  and  is  easily 

10 A  normal  eye  may  be  made  .75  D.  Myopic  by  placing  a  plus  .75  in  front  of  it. 

"  The  disk  may  also  be  attached  to  a  movable  stand,  for  the  convenience  of  those 
who  have  no  dark  room. 
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swung  out  of  the  way  when  not  in  use.  By  means  of  a  screw 
which  can  be  loosened,  the  disk  may  be  lowered  or  raised  to 
suit  height  of  any  patient  for  sitting  or  standing  examination. 

In  the  rear  of  the  disk,  extending  to  either  side  is  an  angular 
piece  of  hard  rubber,  large  enough  to  cover  three  lenses,  with 
an  aperture  in  the  center,  thus  permitting  the  patient  to  look 


u 

Fig  3. — Front  of  Skiascope. 

through  the  lens  desired  and  precluding  the  possibility  of  his 
using  the  wrong  one.  This  piece  is  fastened  and  does  not 
revolve  with  the  disk. 

Between  the  stationary  piece  and  disk  is  a  clip  in  which  ad- 
ditional lenses  may  be  fastened.  Attached  to  the  aperture  is 
a  rim  or  flange  of  hard  rubber  arranged  to  fit  the  socket  of  the 
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eye,  thus  permitting  no  ray  of  light  to  fall  upon  the  eye,  ex- 
cepting that  cast  by  the  mirror  in  the  hands  of  the  surgeon. 

A  meter  tape  attached  to  the  center  of  disk,  allows  the  ex- 
act distance  from  the  patient's  eye  to  be  taken.  The  illumina- 
tion is  an  Argand  burner  attached  to  a  universal  joint. 


u 

Fig.  4. — Rear  of  Skiascope. 

In  using  the  disk  the  first  step  is  to  lower  or  raise  it  to  suit 
height  of  patient. 

Second:  To  adjust  the  lens  to  right  eye.  Patient  rotates 
disk  backward  or  forward  with  right  hand.  In  examination  of 
left  eye,  patient  simply  leans  forward  and  operator  brings  disk 
into  place,  then  leaning  backward,  patient's  eye  is  in  position. 
Disk  is  then  rotated  with  the  left  hand,  and  the  operator  mov- 
ing back  one  meter,  proceeds  with  the  examination. 
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By  means  of  the  clip  one  is  enabled  to  obtain  all  the  combi- 
nations of  lenses  which  are  necessary  for  correction  of  ame- 
tropia. In  using  apparatus,  I  sometimes  insert  -+-  .75  D.  in 
the  clip  which  obviates  the  necessity  of  adding  for  myopia,  or 
subtracting  for  hypermetropia.  Homatropin  is  used  where 
dilatation  of  the  pupil  or  inhibitation  of  the  accommodation  is 
required,  although  the  flange  on  back  of  disk,  fitting  closely  in 


Fig.  5. — Method  of  Using  the  Skiascope. 

socket  of  eye,  completely  excludes  extraneous  light,  and  thus 
for  skiascopy  mydriatics  are  not  usually  indicated. 

The  skiascope  was  first  made  for  me  by  Adolf  Schwarz, 
Optiker,  Spital  Gasse,  4,  Vienna,  Austria. 


The  Use  of  Skiascopy. 


145 


I  have  made~arrangements  with  Jas.  A.  Queen  &  Co.,  Opti- 
cians, of  Philadelphia,  Pa.,  from  whom  the  disk  can  now  be 
procured. 

By  skiascopy  and  the  use  of  my  disk  I  am  able  to  measure 
objectively  to  .25  D.  of  ametropia.12  In  the  determination  of 
low  degrees  of  refractive  error  I  usually  take  the  plane  mirror. 
I  do  not  restrict  myself  by  any  means  to  this  one  method,  al- 
though it  is  invaluable.  In  examining  patients  for  glasses,  af- 
ter the  usual  questioning  1  use  the  following  method: 

First.  Inspection. 

Second.  In  the  dark  room  at  1  m.  distance  from  eye  of  pa- 
tient, I  observe  the  apparent  brightness  of  the  lighted  area  of 
the  fundus  (using  the  concave  mirror  of  the  ophthalmoscope), 
then  the  movement  of  the  shadow  (against  or  with  the  mirror), 
the  rapidity  and  the  angle  at  which  it  appears  to  move. 

Third.    Examination  of  the  fundus  by  the  indirect  method. 

Fourth.  Examination  of  the  anterior  structures  by  oblique 
illumination. 

Fifth.  Examination  of  the  fundus  by  the  direct  method  in 
which  the  refraction  is  determined  and  noted. 

Sixth.  Examination  by  skiascopy.  Swinging  the  disk  on 
its  arm  from  the  wall  and  commencing  with  .25  D.  plus  or 
minus  (according  as  the  shadow  moves  with  or  against  the  mir- 
ror), I  proceed  until  a  lens  is  reached  which  neutralizes,  the 
next  lens  reversing  the  movement.  In  a  case  of  myopia  this 
lens  is  .75  D.  weaker  than  the  refraction  of  the  eye.  In  hy- 
•permetropia  it  is  the  same  degree  stronger.  For  instance,  a 
myopia  of  I  D.  will  be  neutralized  by  a  — .25  D.;  while  a 
hypermetropia  of  I  D.  will  require  -j- 1 .75  D.  Thus,  in  hyper- 
metropia  we  subtract  .75  D.,  and  in  myopia  add  .75  D.  to  the 
strength  of  the  neutralizing  lens.  The  vertical  meridian  is  first 
examined  and  the  results  committed  to  paper,  then  the  hori- 

12Prof.  Burnett,  since  the  publication  of  his  book  on  Astigmatism,  has  even  en- 
larged his  views  upon  skiascopy,  and  now  considers  it  a  most  accurate  method  for 
the  determination  of  refractive  errors,  particularly  for  those  of  a  low  degree. — (From 
a  personal  interview.) 
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zontal  meridian,  and  lastly  the  oblique.  (One  meridian  muts 
be  dealt  with  at  a  time  or  confusion  will  result.) 

Seventh.  Examination  with  the  trial  lenses,  test  letters  and 
diagrams  in  the  light  room  (a  procedure  which  has  been  greatly 
facilitated  by  the  previous  methods). 

Eighth.  Correction  by  skiascopy  of  lenses  found,"  the  pa- 
tient wearing  them  in  the  trial  frame. 

Ninth.    Correction  by  the  direct  ophthalmoscopic  method. 

Tenth.  Trial  by  patient  for  reading  and  distance.  The  ob- 
jective methods  (direct  examination  and  skiascopy)  and  the 
subjective  method  of  examination  are  direct  checks  upon  each 
other. 

The  record  of  the  refraction  in  a  case  of  simple  myopic  as- 
tigmatism is  kept  as  follows: 
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In  a  case  of  simple  hypermetropia. 
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Fig.  7. 

In  a  case  of  compound  hypermetropic  astigmatism  with  the 
axes  oblique,  the  record  is: 


Fig.  8. 


By  observing  these  rules  I  am  convinced  that  the  proper 
correcting  lenses  can  invariably  be  found. 


REMOVAL  OF  PIECE  OF  STEEL  FROM  THE  VITRE 
OUS  BODY  WITH  RECOVERY  OF  PERFECT 
VISION. 

BY  M.  H.  POST,  M.D.,  ST.  LOUIS. 

The  removal  of  a  piece  of  steel  from  the  vitreous  body  with 
a  magnet  is  something  of  an  old  story;  but  the  following  re- 
sult is  so  satisfactory  and  so  exceptional,  that  the  case  may  be 
of  interest  to  some  of  your  readers  : 

August  7,  1889,  H.  S.,  aged  18  years,  was  brought  to  our  office 
one  hour  and  a  half  after  O.  D.  had  been  struck  by  a  piece  of 
steel,  which  had  been  knocked  off  from  a  hammer  or  a  tool  in 
the  hands  of  a  fellow-workman. 

Examination  of  the  eye  showed  a  clean  cut  through  the 
lower  lid,  near  its  center,  and  through  the  sclera,  two  and  one 
half  mm.  long,  and  two  mm.  from  and  parallel  with  the  cor- 
neoscleral margin. 

The  ophthalmoscope  showed  a  shining  piece  of  metal  with 
several  air  bubbles,  in  the  upper  portion  of  the  vitreous,  a 
little  to  the  inner  side  and  anterior  to  the  intersection  of  the 
equator  and  the  vertical  meridian, 
t  Owing  to  various  causes  operation  was  deferred  till  the  next 
day.  The  conjunctival  sac  was  washed  out  with  the  bichloride 
of  mercury  1-5,000;  atropia  and  cocain  solution  used  and  the 
eye  dressed  antiseptically. 

The  next  morning  the  patient  reported  no  pain  ;  the  eye 
was  quiet  and  the  ophthalmoscope  gave  no  change  from  the 
day  before;  atropia  and  cocain  solution  again  used.  That 
afternoon  thej'patient  was  placed  under  ether,  a  flap  of  con- 
junctiva was  dissected  from  the  inner  quadrant  of  the  globe, 
and  a  meridional  incision  was  made  just  to  the  inner  side  of 
the  insertion  of  the  superior  rectus.    A  Graefe  cataract  knife 
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was  used,  puncturing  the  sclera  about  one  half  inch  from  the 
corneo-scleral  margin  and  cutting  forward  about  one  quarter 
of  an  inch,  great  care  being  taken  not  to  puncture  the  lens. 

The  electromagnet  was  made  in  the  ordinary  way ;  a  coil  of 
wire,  carrying  a  current  from  three  bichromate  of  potassium 
cells,  passing  around  a  core  of  soft  iron,  into  the  end  of  which 
a  soft  iron  point  was  screwed.  The  point  used  was  flattened 
on  both  sides,  instead  of  being  cylindric  or  cone  shaped. 

Upon  introducing  the  point,  which  had  previously  been  al- 
lowed to  lie  in  a  solution  of  carbolic  acid,  into  the  vitreous  a 
sharp  click  was  heard,  and  a  slight  shock  felt.  Upon  with- 
drawing it  the  piece  of  steel  was  found  adhering  to  the  point 
of  the  magnet.  The  piece  of  steel  was  four  mm.  long,  two 
mm.  broad  and  about  one  and  a  half  mm.  thick,  and  weighed 
a  trifle  over  half  a  grain. 

No  vitreous  was  lost,  the  conjunctival  sac  was  washed  out 
with  bichloride  of  mercury  solution  1-5000;  the  conjunctival 
flap  drawn  over  the  scleral  wound  and  held  in  place  by  stitches; 
the  conjunctival  sac  was  again  washed  out  with  the  bichloride 
solution,  and  the  eye  dressed  antiseptically. 

August  II.  Dressings  removed,  eye  quiet,  no  pain,  pupil 
widely  dilated,  media  clear. 

August  20.  A  few  small  floating  particles  in  vitreous,  slight 
infiltration  of  choroid  at  point  of  incision  and  in  region  where 
foreign  body  was  lodged;  slight  infiltration  at  point  where  for- 
eign body  entered. 

From  this  time  the  case  progressed  to  perfect  recovery  and 
November  10,  1889  O.  D.  1*/IX.6. 

It  will  be  seen  that  the  foreign  body  passed  entirely  through 
the  eye  and  our  remarkable  success  we  attribute  to  the  fact 
that  neither  the  lens  nor  iris  were  injured,  the  absence  of 
haemorrhage  into  the  vitreous,  the  promptness  of  the  opera- 
tion and  the  antiseptic  precautions. 

Dr.  A,  E.  Ewing  shared  the  care  and  responsibility  of  the 
management  of  the  case  equally  with  me  throughout. 


REPORT  OF   A   CASE   OF   RECURRING  EPITHEL- 
IOMA OF  THE  CORNEA;  ENUCLEATION 
OF  THE  EYEBALL;  NO  RETURN 
OF  THE  GROWTH. 


BY  DAVID  WEBSTER,  M.  D., 

(Prof,  of  Ophthalmology  in  the  New  York  Polyclinic:  Surgeon  to  Manhattan  Eye 
and  Ear  Hospital,  New  Yoik.) 

On  April  22,  1873,  soon  after  I  entered  the  office  of  the  late 
Dr.  C.  R.  Agnew  as  his  assistant;  he  was  consulted  by  Mr.  J. P., 
aet.  71  years,  married,  an  iron  manufacturer,  on  account  of  a  re- 
curring growth  upon  his  right  cornea.  Some  four  years  pre- 
viously a  growth  which  was  supposed  to  be  pterygium  had 
been  removed  by  a  surgeon  in  the  city  where  he  lived,  and 
the  same  surgeon  had  excised  a  growth  which  had  recurred  in 
the  same  place  some  three  years  later.  After  the  second  op- 
eration a  caustic  had  been  applied  to  the  site  of  the  growth 
with  a  view  of  destroying  any  portions  of  the  growth  that  had 
escaped  the  knife.  Some  inflammatory  reaction  followed  the 
last  operation  and  there  was  a  discharge  from  the  eye  for  four 
or  five  months,  and  then  the  growth  began  to  appear  again 
and  had  steadily  increased. 

The  patient  stated  that  the  sight  of  the  affected  eye,  which 
had  never  been  nearly  as  good  as  that  of  the  other,  had  begun 
to  be  obscured  by  the  supposed  pterygium  about  a  month  be- 
fore its  first  removal,  thus  showing  that  it  had  encroached  up- 
on the  cornea  at  that  time. 

When  we  saw  him  there  was  a  fleshy  looking  growth  ex- 
tending horizontally  across  the  cornea  and  leaving  about  two- 
fifths  of  its  upper  portion  transparent.  Through  this  trans- 
parent portion  of  the  cornea  it  could  be  seen  that  the  papil 
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was  clear  and  the  iris  uninvolved.  There  was  also  a  very 
slight  margin  of  clear  cornea  below.  The  conjunctiva  on 
both  sides  of  the  tumor  was  injected  and,  on  the  nasal  side, 
considerably  thickened. 

The  secretions  from  the  eye  were  ichorous  and  the  skin  of 
the  lower  eyelid  was  shining  and  excoriated. 

The  patienj:  said  that  the  eye  had  never  been  painful  but 
had  annoyed  him  much  by  itching  and  by  feeling  as  though 
there  was  something  in  it. 

Dr.  Agnew  made  a  diagnosis  of  "Recurring  Epithelioma  of 
the  Cornea"  and  advised  enucleation.  This  the  patient  as- 
sented to  and,  on  the  following  day,  the  patient  being  under 
ether,  Dr.  Agnew,  after  having  slit  the  external  canthus,  ex- 
cised the  eyeball  with  all  of  the  ocular  conjunctiva  that  seemed 
to  be  in  the  slightest  degree  involved  in  the  disease.  Nearly 
all  the  ocular  conjunctiva  having  been  removed,  it  seemed 
probable  that  the  patient  would  never  be  able  to  wear  an  arti- 
ficial eye.  Moreover,  Dr.  Agnew  feared  that  even  if  there 
should  be  a  suitable  cavity  for  an  artificial  eye,  the  wearing  of 
one  might  produce  a  local  irritation  and  induce  a  recurrence 
of  the  growth.  He  therefore  concluded  to  seal  up  the  cavity 
of  the  orbit,  so  as  to  prevent  the  inversion  of  the  eye  lashes 
and  irritation  of  the  stump.  This  he  accomplished  by  scalp- 
ing the  tarsal  borders  from  the  outer  canthus  to  the  lachrymal 
puncta. 

The  patient  had  an  attack  of  cholera  morbus  during  conval- 
escence, but  the  eye  healed  well,  the  cavity  being  permanently 
closed,  all  except  a  small  opening  at  the  inner  canthus,  which 
remained  open  for  the  escape  of  tears  or  other  secretions. 

A  letter  to  Dr.  Agnew,  dated  June  19,  1880,  states  that  Mr. 
P.recently  died  of  abscess  of  the  anterior  perineum  "and  that  he 
never  developed  anything  malignant  after  the  removal  of  the 
eye."  It  is  to  be  regretted  that  the  eye  was  spoiled  before  it 
could  be  examined  by  the  pathologist,  but  there  can  be  little 
doubt  of  the  nature  of  the  growth. 


A  CASE  OF  SCLERO  CORNEAL  TUMOR. 


BY    FRANK    TRESTER   SMITH,  A.    M.,  M.  D.,  CHATTANOOGA,  TENN., 
Formerly  Ass't.  Surgeon  New  York  Ophthalmic  and  Aural  institute. 

Cases  of  sclero-corneal  tumors  are  not  rare  but  the  following 
presents  some  unusual  features  so  that  its  recital  may  be  of  in- 
terest : 

J.V.Jordon,  set.  54,  years  Cleveland,  Tenn.,  presented  himself 
for  treatment  at  the  Chattanooga- Medical  College,  Octobor  31, 
18S9,  with  the  following  history:  A  small  blister  appeared 
near  the  inner  canthus  of  the  right  eye  about  December  1,  1888. 
This  was  not  painful  for  two  «months  but  had  neuralgia  in  the 
head  during  that  time.  At  the  end  of  two  months  the  eye  be- 
came painful,  which  was  worse  when  he  caught  cold.  The 
pain  gradually  increased  and  had  been  almost  unendurable  for 
the  past  two  and  a  half  months.  Sleep  was  greatly  interfered 
with  and  the  other  eye  had  become  irritable  and  intolerant  to 
light.  Had  been  unable  to  do  any  work  for  six  or  seven 
months.  Both  eyes  had  been  "sore"  fifteen  years  before. 
This  left  the  sight  of  the  right  eye  somewhat  defective.  No 
history  of  cancer  in  the  family.  Mother  died  of  consumption, 
also  a  sister.  Two  children  died  of  diphtheria  or  croup.  No 
evidence  of  any  special  dyscrasia. 

An  examination  showed  at  the  sclero-corneal  margin  near 
the  inner  canthus  a  tumor  with  a  base  about  equal  to  the  sur- 
face of  the  cornea.  It  covered  the  latter  to  about  one-third 
of  its  extent.  The  surface  was  rough  and  of  a  dirty  pearly 
color.  At  the  apex  some  dark  bluish  pigment  could  be  seen 
under  the  surface.  The  tumor  was  sessile.  At  no  point  could 
a  small  probe  be  passed  under  it.  The  surface  could  be  read- 
ily indented  as  though  it  contained  fluid.    While  passing  a 
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probe  over  the  apex  the  wall  gave  way  and  a  bead  of  virtreous 
like  fluid  escaped.  The  curvature  of  the  ball  up  to  the  edge 
of  the  tumor  was  normal.  The  appearance  suggested  an 
epithelioma  covering.  The  ball  very  tender.  Photophobia  pre- 
vented a  test  of  vision. 

The  left  eye  was  intolerant  of  light  and  could  not  be  used 
for  any  length  of  time  without  pain. 

Enucleation  of  the  right  eye  was  advised  and  was  performed 
before  the  class  the  next  day.  Healing  was  rapid  and  the 
patient  was  allowed  to  go  home  in  five  days  and  went  to  work 
njne  days  after  the  operation.  In  two  weeks  a  glass  eye  was 
fitted  on  the  stump  which  has  been  worn  since.  The  symptoms 
were  entirely  relieved  and  the  patient  has  felt  better  than  he 
has  for  over  a  year.  In  this  case  the  indications  for  the  oper- 
ation were  the  intense  pain,  the  suspicious  appearance  of  the 
tumor,  and  the  symptoms  of  sympathetic  irritation  in  the 
other  eye,  either  one  of  which  would  have  suggested  enuclea- 
tion. 


Description  of  the  Histological  Conditions  of  the 
Tumor  Described  by  Dr.  F.  T.  Smith. 


BY  ADOLF  ALT,  M.D. 


The  speciment  sent  to  me  by  Dr.  Smith  was  probably  one- 
quarter  of  the  eyeball,  with  one-half  of  the  tumor. 

Macroscopical  appearance. — What  appears  to  be  the  tumor 
has  a  hollow  base  situated  over  the  ciliary  region.  Iris,  ciliary 
body,  choroid  and  retina  with  some  vitreous  body  are  seen  to 
enter  a  cavity  forming  the  larger  part  of  the  tumor.  There  is 
no  lens.  It,  therefore,  makes  the  impression  as  if  we  had  to 
deal  with  a  ciliary  staphyloma,  caused  by  a  trauma  which  had  led 
to  prolapse  of  the  interior  membranes  through  an  opening  in  the 
sclerotic  in  the  ciliary  region.  This  looked  so  much  like  the 
simple  explanation  of  the  conditions  found,  that  I  was  almost 
ready  to  return  the  specimen  to  the  Doctor,  telling  him,  that 
the  tumor  was  simply  a  staphyloma.     There  was  only  one 
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condition  which  prompted  me  to  make  some  microscopical 
sections,  namely,  the  conjunctival  covering,  so  to  speak,  the 
sac  of  the  hernia,  was  comparatively  thick  and  not  smooth  on 
its  surface.  After  having  embedded  the  specimen  in  cellu- 
loidin,  I  made  a  number  of  sections  which  revealed  somewhat 
unusual  conditions. 

Microscopical  examination. — Under  the  microscope  it  is  at 
once  clear  that  the  macroscopical  appearances  were  correct, 
as  far  as  the  prolapse  of  the  internal  membranes  of  the  eye  is 
concerned.  In  the — so  to  speak — hernial  sac,  the  lining  near- 
est the  surface  is  formed  by  the  choroid,  which  is  not  even 
very  much  altered,  and  the  ciliary  body  and  peripheral  por- 
tions of  the  iris.  In  the  cavity  thus  formed  the  retina  and 
some  remnants  of  the  vitreous  body  are  lying  more  or  less 
loosely. 

The  most  interesting  part  of  the  tumor  is  the  outer  covering 
of  it.  This  latter  consists  almost  totally  of  epithelial  cells  held 
within  a  very  loose  network  of  connective  tissue.  Pearl  no- 
dules are  very  frequent. 

Thus,  it  is  plain  that  we  have,  after  all,  before  us  an  epi- 
thelial tumor.  It  is,  however,  of  rather  an  uncommon  appear- 
ance. The  question  now  remains,  which  of  the  two  condi- 
tions was  the  primary  one,  the  epithelioma  or  the  staphyloma? 
I  am  inclined  to  think  the  latter. 


CO  R  RES  PON D  E  N  CE . 


CENSUS    OF  HALLUCINATIONS. 

Editor  American  Journal  of  Ophthalmology. — May  I 
ask  for  the  publicity  of  your  pages  to  aid  me  in  procuring  co- 
operation in  a  scientific  investigation  for  which  I  am  responsi- 
ble? I  refer  to  the  Census  of  Hallucinations,  which  was  begun 
several  years  ago  by  the  "Society  for  Psychical  Research," 
and  of  which  the  International  Congress  of  Experimental 
Psychology  at  Paris,  last  summer,  assumed  the  future  responsi- 
bility, naming  a  committee  in  each  country  to  carry  on  the 
work. 

The  object  of  the  inquiry  is  twofold:  1st,  to  get  a  mass  of 
facts  about  hallucinations  which  may  serve  as  a  basis  for  a 
scientific  study  of  these  phenomena;  and  2nd,  to  ascertain  ap- 
proximately the  proportion  of  persons  who  have  had  such  ex- 
periences. Until  the  average  frequency  of  hallucinations  in 
the  community  is  known,  it  can  never  be  decided  whether  the 
so-called  "veridical"  hallucinations  (visions  or  other  "warn- 
ings" of  the  death,  etc.,  of  people  at  a  distance)  which  are  so 
frequently  reported,  are  accidental  coincidences,  or  some- 
thing more. 

Some  8,000  or  more  persons  in  England,  France  and  the 
United  States  have  already  returned  answers  to  the  question 
which  heads  the  census  sheets,  and  which  runs  as  follows: 

"Have  you  ever,  when  completely  awake,  had  a  vivid  im- 
pression of  seeing  or  being  touched  by  a  living  being  or  in- 
animate object,  or  of  hearing  a  voice;  which  impression,  so 
far  as  you  could  discover,  was  not  due  to  any  external  physi- 
cal cause?" 
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The  "Congress"  hopes  that  at  its  next  meeting,  in  England, 
in  1892,  as  many  as  50,000  answers  may  have  been  collected. 
It  is  obvious  that  for  the  purely  statistical  inquiry,  the  answer 
"No"  is  as  important  as  the  answer  "Yes." 

I  have  been  appointed  to  superintend  the  Census  in  Aemrica, 
and  I  most  earnestly  bespeak  the  co-operation  of  any  among 
your  readers  who  may  be  actively  interested  in  the  subject.  It 
is  clear  that  very  many  volunteer  canvassers  will  be  needed  to 
secure  success.  Each  census  blank  contains  instructions  to  the 
collector,  and  places  for  twenty-five  names;  and  special  blanks 
for  the  "Yes"  cases  are  furnished  in  addition.  I  shall  be  most 
happy  to  supply  these  blanks  to  any  one  who  will  be  good 
enough  to  make  application  for  them  to      Yours  truly, 

(Professor)  Wm.  James, 

Harvard  University.  Cambridge,  Mass. 


"MONATSBLATTER   F.  AUGENHEILKUNDE." 

Editor  American  Journal  of  Ophthalmology. — Herewith 
I  announce  to  my  friends  and  colleagues,  and  especially  to  the 
readers  of  the  Moriatsbl'atter  fur  Augenheilkunde,  that  I  moved 
my  residence  from  Rostock  to  Munich,  and  I  further  ask  them 
to  please  send  all  communications,  letters  and  journals  in 
future  to  Munich,  Bavaria.  W.  von  Zehender. 


SOCIETY  PROCEEDINGS. 


AMERICAN  MEDICAL  ASSOCIATION. 


List  of  Officers  and  Preliminary  Programme  of  the 
Forty-First  Annual  Meeting. 


Held  at  Nashville,  Tenn.,  May  20,  21,  22  and  23,  1890. 
Section  of  Ophthalmology. 

Chairman. — S.  C.  Ayres,  Cincinnati,  O. 
Secretary. — E.  J.  Gardiner,  Chicago,  111. 

1.  Address  by  the  Chairman. 

2.  The  Uses  of  Jequirity,  by  Wm.  Cheatham,  Louisville, 
Kentucky. 

3.  Jequirity  in  the  Treatment  of  Diphtheritic  Conjunctivitis, 
by  A.  E.  Prince,  Jacksonville,  111. 

4.  A  Danger  in  the  Use  of  Jequirity  Heretofore  Unmen- 
tioned,  by  T.  E.  Murrell,  Little  Rock,  Ark. 

5.  Enucleation  in  Panophthalmitis,  by  J.  E.  Sinclair,  Nash- 
ville, Tenn. 

6.  Functional  Nervous  Diseases,  by  A.  R.  Baker,  Cleve- 
land, O. 

7.  Sympathetic  Ophthalmia,  by  C.  M.  Ilobbey,  Iowa 
City,  Iowa. 

8.  Report  of  a  Case  of  Sympathetic  Inflammation  Two 
Weeks  after  Enucleation  of  the  Injured  Eye,  by  Geo.  H. 
Goode,  Cincinnati,  O. 

9.  Tobacco;  Its  Effects  upon  the  Eye-Sight,  by  Flavel  H. 
Tiffany,  Kansas  City,  Mo. 
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10.  A  Simple  and  Reliable  Astigmometer,  by  F.  C.  Hotz, 
Chicago,  111. 

11.  The  Necessity  for  More  Care  in  the  Setting  of  Lenses 
when  Prescribed  for  the  Correction  of  the  Eye  Faults,  by  J.  J. 
Chisolm,  Baltimore,  Md. 

12.  Some  Observations  on  the  Correction  of  Low  Degrees 
of  Astigmatism,  by  T.  E.  Murrell,  Little  Rock,  Ark. 

13.  Progressive  Hypermetropic  Astigmatism,  by  W.  T. 
Montgomery,  Chicago,  111. 

14.  A  Clinical  Study  of  a  Series  of  Cases  Exhibiting  Slight 
Macular  and  Perimacular  Changes,  by  G.  E.  de  Schweintzi, 
Philadelphia,  Pa. 

15.  Report  of  a  Case  of  Transplantation  without  a  Pedicle 
for  Cicatricial  Ectropion.  Blepharoplasty  by  Wolf's  Method, 
by  J.  Morrison  Ray,  Louisville,  Ky. 

16.  Some  Points  Worthy  of  Consideration  in  the  Operation 
for  the  Extraction  of  Cataract,  by  J.  W.  Wright,  Columbus,  O. 

17.  Case  of  Pemphigus  of  the  Eyelids,  by  D.  Emmett 
Welsh,  Grand  Rapids,  Mich. 

18.  Tests  of  Visual  Acuteness  and  the  Standard  of  Normal 
Vision,  by  Edvv.  Jackson,  Philadelphia,  Pa. 

19.  (a)  Report  of  a  Case  of  Left  Lateral  Homonymous 
Hamianopsia  Associated  with  a  Wound  of  the  Occipito- 
parietal Region  of  the  Right  Side  of  the  Head. 

20.  (b)  Exhibition  of  an  Instrument  for  the  Measurement 
of  the  Radius  of  Curvature  of  Lenses,  by  R.  Tilley,  Chicago, 
Illinois. 

21.  The  Amblyopia  of  Strabismus,  by  Jno.  F.  Fulton,  St. 
Paul,  Minn. 

22.  The  Increase  of  Blindness  in  the  United  States  and  the 
Importance  of  its  Prevention,  by  J.  L.  Minor,  Memphis,  Tenn. 

23.  Eye  Strain  as  a  Cause  of  Headaches,  by  B.  J.  Baldwin, 
Montgomery,  Ala. 

24.  The  Full  Correction  of  Hyperopia  with  Convex  Glasses, 
by  W.  Franklin  Coleman.,  Chicago,  111. 

25.  Treatment  of  Conjunctivitis  Granulosa,  by  Peter  D. 
Kcyser,  Philadelphia,  Pa. 
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26.  A  Case  of  Static  Lenticular  Astigmatism,  Acquired  by 
Long-Continued  Use  of  Soectacles  Having  a  Faulty  Position, 
by  George  Frothingham,  Detroit,  Mich. 

27.  (a.)  Haemorrhage  after  Cataract  Extraction;  (b)  Boracic 
Acid  and  Massage  in  Pannus,  by  C.  R.  Holmes,  Cincinnati,  O. 


INTERNATIONAL  MEDICAL  CONGRESS. 


Section  of  Ophthalmology. 

The  following  papers  have,  so  far,  been  entered  on  the  pro- 
gramme : 

Mans  (Freiburg).  The  congenital  coloboma  of  the  optic 
nerve. 

Raehlniann  (Dorpat).  Demonstration  of  microscopical  slides 
on  "sclerosis  of  the  retinal"  arteries  as  the  cause  of  sudden 
blindness. 

John  Weeks  (New  York).  The  pathology  of  acute  contag- 
ious conjunctivitis. 

A.  Knapp  (New  York).  On  the  treatment  of  the  capsule 
during  and  after  extraction. 

Nieden  (Bochum). 

1.  Agoraphoby  and  restriction  of  the  visual  field. 

2.  Demonstration  of  a  self-registering  perimeter. 

Lyder  Borthea  (Frondhjem).  Exhibition  of  an  ophthalmo- 
scope. 

Pfliiger  (Bern).    Ophthalmometrical  observations. 

Chibret  (Clermont-Ferrand).  The  geographical  distribution 
of  trachoma;  relative  immunity  from  varicella. 

(Formation  of  an  international  society  of  ophthalmological 
geography). 

Fnchs  (Vienna).    The  origin  of  pterygium. 

Laqueur  (Strasburg).  Case  of  binocular  embolic  iridocyclitis 
after  influenza. 

Swan  M.  Burnett  (Washington). 

1.    Racial  influence  in  the  etiology  of  trachoma. 
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2.    A  metric  system  of  numbering  and  measuring  prisms, 
with  exhibition  of  an  instrument  for  testing  prisms. 
Colin  (Breslau). 

1.  On  photographing  the  interior  of  the  eye. 

2.  On  pernicious  myopia. 

Nuel  (Liege).  Demonstration  concerning  the  endothelium 
of  the  anterior  chamber  of  the  eye. 


NEWS. 


The  Death  of  Dr.  Henry  S.  Schell. — Dr.  Henry  S. 
Schell,  of  this  city,  died  of  chronic  Bright's  disease  on  Satur- 
day, March  15,  1890,  at  San  Diego,  California. 

After  taking  the  degree  of  A.B.  and  A.M.  he  was  graduated 
from  the  Medical  Department  of  the  University  of  Pennsyl- 
vania in  1845,  became  resident  physician  at  the  Episcopal 
Hospital,  and  first  lieutenant  and  assistant  surgeon  U.  S.  A., 
1861.  In  1862  he  was  selected  a  medical  inspector,  Centre 
Division  of  the  army  of  the  Potomac,  and  in  1863  medical 
inspector,  Department  of  the  South,  U.  S.  A.  He  was  brevet- 
ted  captain  and  major  U.  S.  A.  March  13,  1866,  for  faithful 
and  meritorious  services  during  the  war,  and  lieutenant  colonel, 
September  28,  1866,  for  meritorious  and  distinguished  services 
at  Tybee  Island  and  Savannah,  Ga.,  when  cholera  prevailed. 

Dr.  Schell  was  a  member  of  the  Loyal  Legion,  of  the  Union 
League,  of  the  Philadelphia  College  of  Physicians,  of  the 
Academy  of  Natural  Sciences,  of  the  American  Ophthalmo- 
logical  Society  and  other  associations. 

The  funeral  took  place  at  the  Church  of  the  Assention,  the 
body  being  cremated  at  Germantown. 


The  editor  of  this  journal  announces  to  his  friends,  that  he 
has  removed  his  office  to  3036  Locust  street. 


SELECTIONS  FROM  AMERICAN  MEDICAL 
JOURNALS. 


THE  USE  OF  FLUORESCEIN  AS  A  MEANS  OF  DI- 
AGNOSING LESIONS  OF  THE  CORNEA. 

BY  R.  L.  RANDOLPH,  M.  D., 

Assistant  Ophthalmic  and  Aural  Suigeon  to  the  Johns  Hopkins  Hospital  and 

Dispensary. 

A  paper  read  before  the  Johns  Hopkins  Hospital  Medical  Society,  March  3,  1890. 

In  the  November  and  December  numbers  of  the  Centralblatt 
f.  praktisclie  Augailieilkundex  is  to  be  found  an  article  by  Dr. 
Thomalla,  of  Friedland,  on  coloring  the  cornea  with  fluor- 
escein, as  a  means  of  diagnosing  or  detecting  lesions  of  this 
portion  of  the  eye.  According  to  the  author,  Dr.  Straub,  a 
Netherland  army  surgeon,  first  discovered  the  fact  that  a  solu- 
tion of  fluorescein,  when  dropped  upon  a  portion  of  the  cornea 
which  was  deprived  of  its  epithelium,  would  color  this  spot  a 
deep  green  and  leave  the  rest  of  the  cornea  unchanged. 

For  the  past  two  months  in  the  eye  clinics  of  the  Johns 
Hopkins  Hospital  and  the  Presbyterian  Eye  and  Ear  Chanty 
Hospital,  I  have  been  testing  the  value  of  this  method  of  di- 
agnosing corneal  lesions.  The  experiments  numbered  over  a 
hundred  and  have  led  me  to  positive  conclusions. 

Fluorescein  is  a  red  powder  soluble  in  water  and  belongs  to 

lUeber  die  Fatrbung  der  Erkrankten  Hornhaut  mit  Fluorescein  und  die  Y'er- 
werthung  dieser  Faerbung  bei  rtellung  von  Diagnosen  und  Differen  ial  Diagnosen. 
Von  Dr.  Thomalla  in  Friedland,  "Centralblatt  f.  prak.  Augenheilk.,"  November  u. 
December,  1889. 
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that  class  of  substances  which  are  found  as  products  of  coal 
tar  distillation.  I  employ  a  solution  ot  10  grains  of  the  powder 
to  the  ounce  of  water,  to  which  is  added  15  grains  of  the 
bicarbonate  of  soda. 

I  have  never  known  the  solution  to  have  an  irritating  effect, 
and  I  have  used  it  in  the  most  intense  forms  of  corneal  inflam- 
mation. The  portions  of  the  cornea  stained  retain  the  color 
from  half  an  hour  to  several  hours.  The  solution  produces 
not  the  slightest  impression  upon  the  healthy  cornea.  I  have 
always  found  that  when  positive  defects  in  the  corneal  epithel- 
ium existed,  in  other  words  where  there  was  actual  loss  of 
substance,  the  coloration  was  more  apparent.  So  long,  then, 
as  it  is  possible  to  color  any  portion  of  the  cornea,  we  may  be 
certain  that  some  lesion  still  exists.  In  excoriations  of  the 
cornea  positive  results  were  the  rule.  One  case  I  remember 
particularly  where  the  cornea  had  been  scratched  by  a  blow 
from  a  twig,  and  where  the  extent  of  the  excoriation  was 
scarcely  visible  to  even  oblique  illumination.  Every  detail 
of  the  wound  and  every  minute  point,  where  the  epithelium 
had  been  removed,  was  clearly  brought  out  by  a  drop  of  the 
fluorescein  solution.  In  ulcers  of  the  cornea  positive  results 
were  always  obtained.  In  simple  superficial  keratitis  the  col- 
oration was  much  less  distinct  than  when  this  disease  was  as- 
sociated with  an  ulcer.  In  parenchymatous  keratitis  the  re- 
sults were  invariably  negative.  In  three  cases  of  iritis  uncom- 
plicated with  corneal  trouble  I  failed  to  obtain  any  coloration. 
In  two  other  cases  of  iritis  of  syphilitic  origin  where  the  cor- 
nea was  involved,  superficially  as  well  as  interstitially,  marked 
coloration  was  observed.  In  two  cases  of  acute  glaucoma  the 
result  was  absolutely  negative. 

In  foreign  bodies  in  the  cornea  no  matter  how  small  the 
foreign  substance  was,  its  position  and  size  was  located  to  a 
nicety.  Here  the  coloration  was  immediate  and  distinct, 
showing  itself  by  a  green  ring  just  around  the  foreign  body. 
In  phlyctens  of  the  conjunctiva  the  color  was  rather  yellow 
than  green.  Only  in  those  cases  where  the  phlycten  was 
located  on  the  limbus  of  the  cornea  and  the  latter  had  been 
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involved  to  some  extent,  was  there  any  positive  green  colora- 
tion to  be  seen.  Pterygia  and  pinguiculae  gave  negative  re- 
sults. With  the  exception,  then,  of  phlyctenular  conjunctivitis, 
the  solution  is  inapplicable  to  any  of  the  other  forms  of  con- 
junctival inflammation.  As  to  the  value  of  the  solution  as  an 
aid  in  diagnosing  such  a  disease  as  glaucoma,  an  interesting 
example  of  which  Dr.  Thomalla  gives  in  his  paper,  I  am  un- 
able to  speak  except  from  a  negative  point  of  view,  as  I  have 
only  experimented  upon  two  cases.  Whether  in  a  series  of 
cases  of  supposed  acute  glaucoma  or  where  an  attack  of  glau- 
coma is  thought  to  be  imminent,  this  solution  will  reveal  dis- 
turbances in  the  cornea  which  so  frequently  attend  this  dis- 
ease, and  thus  establish  the  diagnosis,  I  have  very  grave 
doubts.  I  have  yet  to  see  the  cornea  of  an  eye  affected  with 
acute  glaucoma  take  on  any  coloring  whatever.  And  further- 
more, I  have  never  observed  any  distinct  coloring  of  the  cor- 
nea, unless  there  exist  some  lesion  or  defect  in  the  anterior 
epithelial  layer.  That  cases  of  glaucoma  do  often  occur 
where  not  only  the  anterior  epithelium  but  the  entire  cornea 
is  involved,  is  a  well-known  fact,  and  I  am  sure  that  such  cases 
would  take  up  the  coloring  matter.  But  it  is  quite  evident 
that  in  this  class  of  cases  the  solution  would  have  no  diagnos- 
tic value. 

I  think  then  that  when  one  is  accustomed  to  the  use  of  the 
solution,  in  other  words  understands  that  where  the  coloration 
is  produced  the  anterior  epithelium  is  involved,  the  agent  is  of 
value  in  detecting,  with  accurracy,  lesions  of  this  part  of  the 
cornea.  Ulcers  so  small  that  it  is  impossible  to  see  them  by 
diffuse  daylight,  are  brought  out  with  perfect  distinctness, 
quite  as  clearly  indeed  as  under  oblique  illumination,  and  I 
can  readily  believe  that  small  points,  which  it  is  possible  to 
overlook  even  with  the  oblique  illumination,  would  invariably 
be  revealed  by  a  drop  of  the  solution  and,  moreover,  in  half 
the  time  that  it  takes  us  to  subject  a  patient  to  the  former 
method.  In  minute  ulcers  of  the  cornea  in  very  young  chil- 
dren, where  the  blepharospasm  and  photophobia  are  frequently 
so  intens,  that  the  lids  have  to  be  forced  apart  in  order  to  get 
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a  view  of  the  eye-ball,  and  then  the  latter  is  rolled  about  so 
continuously  and  the  cornea  flits  so  rapidly  before  our  eyes, 
that  we  are  obliged  to  simply  infer  from  the  attendant  symp- 
toms the  nature  of  the  trouble  without  actually  seeing  the 
lesion  itself,  a  drop  of  the  solution  will  locate  the  disease  and 
its  extent,  and  bring  it  out  distinctly  so  that  it  can  be  seen,  no 
matter  how  fast  the  eye-ball  moves  about.  In  such  cases  I 
am  inclined  to  think  that  the  fluorescein  solution  will  be  a 
help  in  establishing  a  diagnosis.  I  am  using  the  solution  every 
day  and  find  it  useful  in  bringing  to  light  lesions  of  the  cornea 
so  small  as  to  be  readily  overlooked  in  the  hurry  of  a  crowded 
clinic.  Clinical  experiments  seem  to  show  that  positive  re- 
sults are  only  to  be  seen  when  there  is  some  lesion  or  break 
in  the  anterior  epithelium  of  the  cornea.  Troubles  beneath  the 
corneal  surface  give  vague  and  hence  unreliable  results.  Two 
of  my  colleagues  on  the  staff  of  the  Presbyterian  Eye  and  Ear 
Hospital,  Drs.  Harlan  and  Woods,  have  been  co-operating 
with  me  in  trying  the  solution,  and  their  views  coincide  entirely 
with  mine. 

I  find  in  experiments  on  animals  that  if  I  simply  rub  the 
cornea  gently  with  my  fingers  two  or  three  times,  enough  epi- 
thelium is  removed  to  show  marked  coloration  on  instillation 
of  the  fluorescein.  This  fact,  no  doubt,  explains  why  slight 
insults  to  the  eye-ball  are  attended  with  so  much  pain.  How- 
ever slight  the  mechanical  force  employed,  a  layer  or  two  of 
epithelium  has  been  removed,  and  hence  the  lachrymation, 
pain  and  all  the  symptoms  of  ciliary  irritation.  On  scratching 
the  cornea  with  a  pin  and  dropping  the  solution  upon  the 
wound,  the  green  coloration  makes  its  appearance  along  the 
line  of  the  scratch  and  from  this  line  diffuses  itself  into  the 
surrounding  tissue.  The  deeper  the  scrach  the  further  will 
the  green  color  spread  itself  out  into  the  cornea,  and  in  some 
cases  I  have  seen  almost  the  entire  cornea  colored  green. 
This  tendency  to  diffusion  of  the  coloring  substance  is  far  less 
marked  if  seen  at  all  in  inflammations  involving  the  anterior 
epithelium.  In  ulcers,  for  example,  it  matters  little  how  often 
the  solution  is  dropped  upon  the  ulcer,  the  green  color  re- 
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mains  at  the  seat  of  the  ulcer,  and  shows  no  disposition  to 
spread  itself  to  remote  parts  of  the  cornea,  and  I  think  the 
reason  is  because  around  the  margin  of  the  ulcer  all  the  en- 
trances into  the  interlamellar  canals  and  lacunae  are  blocked 
up  or  infiltrated  with  round  cells  and  leucocytes,  and  hence  a 
mechanical  obstruction  is  offered  to  the  passage  of  the  fluores- 
cein out  into  the  healthy  tissue.  When  a  healthy  cornea  is 
scratched,  many  of  these  canals  are  cut  across  and  the  divided 
ends  remain  open,  and  into  these  openings  passes  the  fluores- 
cein solution  just  as  water  does  into  the  interstices  of  a 
sponge. 

If  the  solution  of  fluorescein  be  placed  upon  the  cornea  of  a 
recently  killed  animal,  a  diffuse  greenish  color  of  the  cornea 
is  produced  as  soon  as  the  corneal  epithelium  becomes  loos- 
ened and  macerated,  a  change  which,  as  is  well  known,  makes 
its  appearance  in  a  short  time  after  death.  This  reaction  then 
is  an  interesting  test  of  the  onset  of  these  early  post  mortem 
changes  in  the  corneal  epithelium. 

I  have  examined  microscopial  sections  of  the  fresh  corneae 
of  animals  which  have  been  scratched  or  injured  so  as  to  bring 
out  the  characteristic  color  with  fluorescein.  It  is  necessary 
to  examine  these  sections,  which  were  made  from  the  frozen 
cornea,  without  the  addition  of  water  or  salt  solution,  as  this 
rapidly  extracts  the  color.  In  frozen  sections  of  the  injured 
cornea,  colored  before  removal  of  the  eye  with  fluorescein,  it 
is  observed  that  the  color,  which,  by  transmitted  light,  has  a 
reddish  hue,  is  diffuse  and  shows  no  especial  affinity  for  defin- 
ite histological  elements  in  the  living  cornea  such  as  the  nuclei 
of  the  cells. — Johns  Hopkins  Hospital  Bulletin. 
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BILATERAL  ORBITAL  GUMMATA. 


BY  T.  C.  EVANS,  M.D., 

Demonstrator  of  Anatom;  in  the  Hospital  College  of  Medicine,  Visiting  Surgeon  to 
the  Eye  and  Ear  Department  of  the  Louisville  City  Hospital,  Louisville,  Ky. 


Susan  B.,  colored,  set.  29  years,  came  to  my  office  October 
17,  1889,  suffering  from  binocular  exophthalmia,  the  left  eye 
being  the  most  prominent;  the  globe,  together  with  its  mass 
of  hypertrophied  conjunctiva,  protruding  far  beyond  the  free 
margin  of  the  lids,  impinging  on  the  nose  and  hanging  well 
down  upon  the  cheek.  The  cornea  had  become  dry  and 
shrunken  from  exposure,  and  looked  like  a  horny  crust  ad- 
hering to  the  superior  and  outer  portion  of  the  protruding 
mass.  The  tumor  was  freely  movable,  there  being  no  adhe- 
sions either  between  the  conjunctiva  and  globe  or  between  the 
lids  and  the  mass.  The  globe  could  be  easily  defined;  the  ten- 
sion was  apparently  normal.  The  right  eye  was  pushed  for- 
ward and  slightly  outward;  the  inferior  cul-de-sac  was  obliter- 
ated by  a  roll  of  hypertrophied  conjunctiva;  the  lower  lid  was 
everted  and  pushed  downward  by  this  mass  of  tissue,  which 
was  covered  by  a  hard,  thick  crust  formed  by  dessicated  mu- 
cus and  conjunctival  secretions.  The  pupil  was  dilated  ad 
maxitni.  The  cornea  was  quite  hazy  from  exposure.  It  was 
impossible  to  get  a  distinct  image  of  the  fundus.  Enough, 
however,  could  be  made  out  to  ascertain  that  the  retinal  ves- 
sels were  engorged,  but  not  tortuous,  showing  that  whatever 
produced  the  exophthalmus  did  not  exert  much  pressure  on 
the  optic  nerve.  The  upper  lid  was  cedematous,  with  a  ten- 
dency to  ptosis.  The  protrusion  was  too  great  on  the  lids  to 
completely  shield  the  cornea,  which  was  already  hazy,  as  be- 
fore stated.  Vision  was  still  fairly  good;  by  holding  the  lids 
open  with  her  hand  she  could  count  fingers  at  fifteen  feet.  The 
line  of  the  protrusion  was  a  little  external  to  the  normal  axis 
in  each  eye,  but  the  deviation  was  not  marked,  as  is  usnally 
the  case  in  orbital  tumors.  Examination  of  the  nasal  cavities, 
vault  of  the  pharynx,  antri  and  frontal  sinuses  yielded  nega- 
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tive  results.  The  ocular  movements  were  necessarily  much  re- 
stricted from  the  degree  of  the  protrusion,  but  no  paralysis 
could  be  detected.  Aside  from  being  a  bilateral  affection, 
there  was  nothing  characteristic  about  the  exophthalmus,  and 
no  evidence  of  malignant  or  specific  complications.  The  hy- 
pertrophied  conjunctiva  and  connective  tissue,  the  edema  of 
the  lids,  together  with  the  other  symptoms,  were  all  the  natu- 
ral belongings  of  ptosis  from  any  cause.  The  accompanying 
cut  (i),  made  from  a  photograph,  shows  tolerably  well  her 
condition,  except  in  the  right  eye  the  size  and  shape  of  the 
conjunctival  mass  is  not  distinctly  shown.  The  protrusion  of 
the  right  eye  was  also  much  greater  than  would  appear  from 
the  cut.  The  patient  stated  that  she  had  first  noticed  the 
trouble  about  six  months  previous  to  the  time  she  came  to 
me,  but  had  never  had  it  examined  or  treated  at  all,  and  that 
both  eyes  were  affected  simultaneously.  She  was  ignorant 
and  indifferent,  so  that  an  intelligent  history  could  not  be  ob- 
tained. There  was  a  slight  enlargement  of  the  thyroid  gland, 
the  enlargement  being  more  perceptible  to  touch  than  to  sight. 
There  was  no  disturbance  of  the  heart's  action,  either  in 
rhythm  or  frequency.  Her  general  health  was  apparently 
good;  her  appetite  was  good,  and  she  was  well  nourished.  She 
admitted  having  had  syphilis  ten  years  ago.  She  had  one 
child,  nine  years  old,  which  had  congenital  syphilis.  She  also 
had  had  a  number  of  abortions.  There  were  also  traces  of 
syphilitic  lesions  in  the  pharynx.  Taking  into  consideration 
the  fact  that  the  affection  was  bilateral,  the  extent  and  direc- 
tion of  the  protrusion,  the  absence  of  pain,  the  normal  position 
of  the  retinal  vessels,  together  with  the  slight  enlargement  of 
the  thyroid  gland,  I  made  a  diagnosis  of  exophthalmic  goitre, 
norwithstanding  the  fact  that  there  was  entire  absence  of  all 
cardiac  symptoms,  which  Flint  says  is  the  only  constant  symp- 
tom in  the  disease.  Either  the  hypertrophy  of  the  gland  or 
the  exophthalmus  may  be  wanting,  but  the  heart  symptoms 
never.  Neither  was  there  any  retraction  of  the  upper  lids,  nor 
was  there  any  nervous  excitement  or  dyspnoea.  As  the  case 
seemed  quite  a  unique  one,  I  showed  it  to  two  other  ophthal- 
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mologists,  both  of  whom  concurred  in  my  diagnosis.  I  sent 
the  patient  to  the  City  Hospital,  where,  on  October  20,  I  enu- 
cleated the  left  eye.  After  enucleating  the  eye  I  took  a  strong 
pair  of  scissors  and  excised  the  pendulous  mass  of  conjuncti- 
val tissue  which  hung  from  the  inferior  cul-de-sac  down  upon 
the  cheek.  I  then  seized  the  mass  in  the  right  eye  with  my 
fixation  forceps,  and,  dissecting  it  up  from  the  sclera,  removed 
it  entirely.  After  the  mass  was  removed  I  tried  to  close  the 
wound  in  the  conjunctiva  with  sutures,  but  the  membrane  was 
so  badly  disorganized  from  exposure  that  the  stitches  would 
not  hold;  so  I  left  it  to  heal  by  granulation.  Both  eyes  were 
dressed  with  compresses  and  roller  bandage.  Chloroform  was 
the  anaesthetic  used,  which  she  took  without  a  single  unfavor- 
able symptom.  This  was  another  point  against  the  diagnosis 
of  exophthalmic  goitre,  as  it  is  well  known  that  patients  suf- 
fering from  this  disease  take  all  anaesthetics  badly.  While  I 
am  a  firm  believer  in  the  superiority  of  chloroform  over  all 
other  anaesthetics,  I  confess  to  have  given  it  in  this  case  with 
much  fear,  if  not  trembling.  The  patient  was  not  given  any 
treatment  except  a  hypodermic  of  morphine.  On  removing 
the  dressing,  forty-eight  hours  after  the  operation,  I  found  the 
discharge  from  the  left  orbit  very  profuse  and  offensive.  After 
cleansing  out  the  cavity  I  pressed  my  finger  into  the  orbit.  In- 
stead of  the  uniform  hypertrophy  of  the  adipose  cellular  tissue 
of  the  orbit,  together  with  the  engorged  and  dilated  blood- 
vessels, I  found  a  distinct  and  well-defined  tumor  about  the 
size  and  shape  of  a  small  almond,  and  occupying  the  space  be- 
tween the  entrance  of  the  optic  nerve  and  the  inner  canthus. 
It  was  of  a  yellowish  white  color;  the  outer  portion  was  hard 
and  fibrous,  and  contained  a  few  blood-vessels.  It  was  mova- 
ble, and  had  no  connection  either  with  the  periosteum  or  the 
lids,  but  seemed  to  lie  embedded  in  the  connective  tissue  of 
the  orbit.  No  attempt  was  made  to  remove  the  growth,  ex- 
cept a  small  section  for  microscopic  examination.  The  pro- 
trusion of  the  right  eye  had  not  been  lessened  by  the  pressure, 
though  the  haziness  of  the  cornea  had  disappeared  while  the 
eye  was  closed.    From  the  gross  appearance  of  the  tumor  in 
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the  left  orbit  I  was  convinced  that,  instead  of  an  atypical  case 
of  exophthalmic  goitre,  I  had  to  deal  with  a  case  of  syphilitic 
gummata  of  the  orbit.  She  was  ordered  iodide  of  potassium, 
beginning  with  twenty  grains  three  times  a  day.  In  forty- 
eight  hours  there  was  quite  a  perceptible  improvement.  The 
exophthalmus  of  the  right  eye  was  lessened,  the  tumor  of  the 
left  orbit  was  smaller,  while  the  oedematous  condition  of  the 
lids  had  disappeared  rapidly.  The  dose  of  the  iodide  was 
steadily  increased,  until  on  the  tenth  day  she  was  taking 
ninety  grains  three  times  a  day.  The  improvement  was  now 
so  rapid  that  1  did  not  think  it  necessary  to  further  increase 
the  dose.  The  maximum  dose  of  ninety  grains,  however,  was 
kept  up  as  long  as  she  stayed  in  the  hospital,  without  any  gas- 
tric disturbance  or  any  symptoms  of  iodism.  The  pupil  re- 
mained dilated  after  the  exophthalmus  had  disappeared.  It 
contracted  readily  on  the  instillation  of  eserine,  and  did  not 
again  dilate  when  the  drops  were  discontinued.  The  long- 
continued  exophthalmus  and  cedema  produced  an  atonic  con- 
dition of  the  right  upper  lid,  which  resulted  in  entropion  after 
the  parts  assumed  their  normal  proportions.  To  relieve  this  I 
removed  an  elliptical  fold  of  the  integument  and  united  the 
wound  with  sutures. 

Cut  No.  2  represents  the  condition  of  the  patient  when  she 
was  discharged  from  the  hospital,  just  one  month  after  the 
operation".  I  submitted  the  specimen  to  Dr.  Dugan  for  micro- 
scopical examination.    He  reports  as  follows: 

"Dear  Dr.  Evans:  The  tissue  you  sent  me  to  examine  I 
found  macroscopically  to  be  of  a  yellowish-white  color  and 
very  soft.  Microscopically  the  outer  part  of  the  tissue  pre- 
sented a  distinctly  fibrillated  matrix  filled  with  round  cells, 
while  the  central  or  inner  part  was  made  up  largely  of  granu- 
lar matter,  with  some  fat  granules,  shrunken  cells,  and  poorly 
outlined  bands  of  fibrous  tissue. 

VV.  C.  Dugan,  M.D." 

In  making  a  hasty  review  of  the  literature  of  the  subject,  I 
have  been  unable  to  find  a  reported  case  of  bilateral  gummata 
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of  the  orbit.  Dr.  W.  W.  Seeley  reported  a  case  of  gummy  tu- 
mor of  the  left  orbit  to  the  American  Ophthalmological  So- 
ciety in  1885,  with  microscopic  specimens  of  the  growth.  The 
diagnosis,  however,  was  not  made  until  the  eye  was  enucle- 
ated. Dr.  Tangeman,  of  Cincinnati,  reported  a  case  in  1887 
{Lancet-Clinic)  of  gummy  tumor  of  the  right  orbit.  In  his  case 
diagnosis  was  made  early,  and  by  vigorous  course  of  treatment 
the  eye  was  entirely  restored.  Very  few  of  the  text  books, 
either  on  diseases  of  the  eye  or  on  syphilis,  even  mention  the 
subject.  Those  that  do  mention  it  dismiss  the  subject  in  a  few 
words.  Dr.  Noyes  merely  says:  "As  to  gummy  tumors  grow- 
ing in  the  orbits,  nothing  special  need  be  said;  that  their  bulk 
must  displace  the  eye-ball  and  that  they  may  otherwise  inter- 
fere with  its  functions  is  self-evident."  Nettleship  says: 
"Nodes  in  the  orbit  (whether  celluar  or  periosteal)  occur  but 
rarely."  Loring  says:  "I  never  met  with  a  case  of  exophthal- 
mus  dependent  on  this  cause  during  my  many  years'  connec- 
tion with  the  New  York  Eye  and  Ear  Infirmary."  Alexander, 
in  his  report  of  4,383  cases  of  syphilis  of  the  eye  and  it's  ap- 
pendages ("Syphilis  und  Auge,"  Wiesbaden,  1889),  does  not 
report  a  case  of  orbital  gummata.  I  have  kept  the  case  under 
observation  since  her  dismissal  from  the  hospital.  Up  to  this 
time  (January  15,  1890)  there  has  been  no  return  of  the 
growths.  The  movements  of  the  left  eye  are  normal;  the  pupil 
responds  readily  to  light;  the  haziness  has  entirely  disappeared 
from  the  cornea  and  vision  is  normal. —  The  American  Practi- 
tioner and  News. 
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CONTRIBUTIONS  TO  OPHTHALMIC  SURGERY. 


BY  DAVID  WEBSTER,  M.D.,  NEW  YORK, 
Professor  of  Ophthalmology  in  the  New  York  Polyclinic,  etc. 

I.   Atrophy  of  Eyeball  from  Injury;  Enucleation  for 
Sympathetic  Irritation  Eight  Years  After. 

January  24,  1874.  Mr.  C.  C,  aet.  16  years,  of  Louisville, 
Kentucky,  was  struck  on  the  right  eye  by  a  piece  of  rock, 
thrown  by  another  boy,  when  he  was  7  years  of  age.  The 
sight  was  destroyed  and  a  painful  inflammation  set  in,  result- 
ing in  atrophy  of  the  eyeball.  The  cornea  is  semi-opaque 
and  there  is  a  cicatrix  extending  across  its  lower  third, terminat- 
ing in  the  ciliary  region  on  both  sides,  and  at  its  nasal  extrem- 
ity it  looks  as  if  there  were  a  foreign  body  embedded.  The 
eye  is  reddened,  tender  on  pressure,  and  sometimes  painful. 
The  left  eye  has  never  been  very  strong  since  the  injury.  For 
the  last  three  months  it  has  been  growing  weaker,  and  the 
light  gives  it  a  good  deal  of  trouble.  The  ophthalmoscope 
shows  congestion  of  the  optic  disk  and  of  the  retina  and 
choroid.  V.=20/xx ;  Hm.  '/'*  A.='/«.  There  is  slight  con- 
junctivitis of  both  eyes.  He  is  fond  of  reading,  hunting,  and 
boxing,  by  which  his  father  thinks  he  has  injured  his  eyes. 
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As  there  was  evident  sympathetic  irritation  it  was  thought 
best  that  the  atrophied  eyeball  should  be  removed.  Accord- 
ingly, I  administered  ether  and  Dr.  C.  R.  Agnew  enucleated 
the  eye.  The  patient  recovered  and  returned  home  in  a  week 
with  an  artificial  eye. 

I  saw  him  again  on  September  26.  1 88 1 .    He  had  had  no 
further  trouble  with  his  left  eye  except  such  as  was  due  to  his 
hypermetropia;  of   which  he    now    had  a  manifest  of 
Glasses  +  l/S6  were  therefore  ordered  for  him. 

II.  Piece  of  Guncap  in  Vitreous  for  Fifteen  Years  ; 
Eyeball  Enucleated  for  Chronic,  Inflammatory 

Glaucoma  with  Threatened  Sympathetic 
Inflammation. 

February  6,  1874.  Amos  S.,  aet.  48  years,  marketman,  got  a 
bit  of  guncap  into  his  right  eye,  while  shooting  off  a  pistol, 
fifteen  years  ago.  The  eye  has  always  retained  some  vision. 
It  has  been  more  or  less  reddened  and  painful  for  the  last 
four  or  five  months,  and  the  vision  is  now  reduced  to  percep- 
tion of  light.  The  tension  is  increased,  the  cornea  is  hazy, 
the  iris  is  tremulous,  and  the  supposed  foreign  body  can  be 
seen  indistinctly,  flopping  about  in  a  disorganized  vitreous 
humor.  There  is  also  scleral  staphlyoma.  The  pupil  dilated 
and  immovable. 

Left  eye,  vision=20/xx  with  +  The  left  pupil  is  sluggish 

and  there  are  several  pigment  specks  in  the  anterior  capsule  of 
the  lens  near  the  pupillary  border.  It  was  feared  that  sym- 
pathetic iritis  was  threatened,  and  Dr.  C.  R.  Agnew  therefore 
enucleated  the  eye,  the  writer  having  administered  ether. 

III.  Irido-choroiditis  with  Cataract;    Iridectomy  Fail- 
ing to  Quiet  the  Eye,  Enucleation  Resorted  to. 

October  20,  1873.  Mr.  J.  T.  R.,  aet.  25  years,  states  that  in 
March  last  a  haziness  and  dimness  came  over  his  right  eye. 
This  gradually  became  worse  until  in  June  he  could  no  longer 
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distinguish  objects.  He  can  still  put  up  his  hand  and  see  that 
something  is  there  but  cannot  see  what  it  is.  He  has  had  no 
pain  in  the  eye  until  lately,  and  now  only  occasionally.  He 
has  been  under  the  treatment  of  a  distinguished  ophthalmologist 
who  has  given  him  mercury  and  iodide  of  potassium  internally 
and  a  solution  of  sulphate  of  atropia  in  the  eye.  He  remembers 
having  neuralgia  over  the  left  eye  a  year  and  a  half  ago  which 
lasted  four  or  five  days.  He  never  had  venereal  disease, 
malaria,  nor  rheumatism.  He  has  worn  colored'  glasses  for 
several  months  because  his  eyes  are  sensitive  to  light.  L. 

V.=20/xx. 

Right  eye,  lens  opaque,  pupil  dilated  irregularly  and  iris 
pressed  forward  nearly  obliterating  anterior  chamber ;  tension 
increased;  circum-corneal  injection. 

Dr.  Agnew  performed  an  iridectomy  upon  the  right  eye 
with  the  understanding  that  if  that  should  fail  to  arrest  the 
disease  and  quiet  the  eye  it  should  be  enucleated. 

February  19,  1874.  Mr.  R.  returned,  saying  that  his  eye 
had  been  growing  more  and  more  painful  since  the  operation. 
The  conditions  were  the  same  as  before  the  operation  except 
that  the  eyeball  was  harder,  more  red  and  more  painful,  and 
that  the  fellow  eye  was  suffering  more  from  sympathetic  irri- 
tation. I  administered  ether  and  Dr.  Agnew  enucleated  the 
eye. 

IV.   Enucleation  for  Staphyloma  ;  Posterior  Staphyloma 
Cut  Into  Causing  Collapse  of  Eyeball  During 
Enucleation. 

February  26,  1874.  Mrs.  Y.  came  to  Dr.  Agnew  with  so 
large  a  staphyloma  of  the  cornea  and  ciliary  region  that  she 
could  no  longer  close  the  lids  over  the  eye.  Dr.  Agnew  ad- 
vised enucleation  to  remove  the  deformity  and  to  render  the 
patient  more  comfortable.  With  her  consent  I  gave  her  ether 
and  Dr.  Agnew  enucleated  the  eye.  In  doing  so,  and  while 
attempting  to  sever  the  optic  nerve,  the  vitreous  suddenly 
escaped  and  the  globe  collapsed.    After  getting  the  eye  out 
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we  found  that  there  was  a  large  and  thin  staphyloma  posticum 
which  the  doctor  had  cut  into.  The  collapse  of  an  eyeball 
during  enucleation  is  always  embarrassing  but  the  most  skillful 
operator  does  not  always  succeed  in  avoiding  that  accident. 

V.    Sight  Lost  from  Stab-Wound  ;  Enucleation  for  Sym- 
pathetic Irritation  Eighteen  Years  Afterward  ; 
Bony  Plate  in  Choroid. 

March  12,  1874.  Daniel  C,  aet.  25  years,  engineer,  gives  a 
history  of  having  had  a  knife  run  into  his  right  eye  about 
eighteen  years  ago.  The  cornea  is  leucomatous  and  the  eye- 
ball soft,  atrophied,  and  sightless.  The  left  eye  has  vision 
20/xx  but  has  recently  been  very  sensitive  to  light  at  times. 

March  18.  Ether  having  been  given  by  myself  Dr.  C.  R. 
Agnew  enucleated  the  eyeball.  He  opened  it  immediately, 
and  found  a  bony  plate  occupying  the  place  of  the  choroid, 
with  an  opening  in  it  for  the  passage  of  the  optic  nerve. 

April  29,  1874.  There  is  still  some  discharge.  Advised  to 
leave  out  the  artificial  eye  for  a  few  days  and  bathe  the  eye 
with  alum  solution. 


CLEANLINESS  IN  EYE  SURGERY. 


BY  B.  L.  MILLIKIN,  M.D., 

Ophthalmic  and  Aural  Surgeon  to  the  Charity,  St.  Alexis  arid  City  Hospitals, 

Cleveland,  O. 

Read  before  the  Ohio  State  Medical  Society,  June  4,  1890. 


The  great  advances  all  along  the  line  of  modern  surgery- 
have  been  due  to  the  methods  which  have  been  used  to  pro- 
tect all  open  wounds  from  the  entrance  of  septic  material.  I 
think  we  may  safely  say  that  cleanliness  now  is  the  object 
aimed  at  in  every  surgical  procedure,  and  the  development  of 
the  aseptic  and  antiseptic  methods,  now  so  universally  used, 
has  this  as  its  basis.  It  matters  little  whether  we  use  some  of 
the  many  antiseptic  solutions  or  simply  pure  boiled  water, 
equally  good  results  may  be  obtained.  No  doubt  the  great 
care  given  to  the  minutest  details  in  all  surgical  operations,  the 
attention  to  the  care  of  the  instruments,  of  the  person  and 
the  hands  of  the  operator  and  his  assistants,  to  the  dressings, 
and  the  surroundings  of  the  patient,  all  contribute  to  the  won- 
derfully good  results  obtained  in  the  surgical  work  of  to-day. 

As  in  general  surgery  so  in  the  special  surgery  of  eye  work, 
cleanliness  must  be  insisted  upon  if  we  expect  to  save  our- 
selves from  the  mortification  and  blame  which  now  attaches  to 
suppurative  troubles  following  operative  procedures.  The 
tendency  of  all  reports  on  operative  cases  during  late  years 
has  been  in  the  direction  of  less  and  less  trouble  from  suppura- 
tion after  operations  upon  the  eye  and  its  appendages,  and  even 
less  inflammation  than  formerly.  Gentlemen  now  frequently 
claim  to  have  long  series  of  cataract  operations  with  and  with- 
out iridectomy,  in  which  even  an  iritis  does  not  occur,  and 
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without  any  tendency  whatever  for  the  formation  of  attach- 
ments of  the  iris  to  the  lens  capsule. 

Our  subject  may  be  divided  into  three  heads,  which  I  shall 
consider  very  briefly,  vis.: 

1.  The  care  of  the  instruments  for  operation. 

2.  The  care  of  the  organ  before  and  during  the  operation. 

3.  The  after-treatment. 

1.  The  care  of  instruments. — This  is  an  exceedingly 
important  matter,  for,  undoubtedly  in  many  cases  where  se- 
vere inflammation  and  suppurative  troubles  have  followed  ope- 
rations, the  septic  material  has  been  introduced  into  the 
wounds  by  instruments  improperly  cleaned,  and  especially  is 
this  the  case  when  the  instruments  have  been  introduced  into 
the  interior  of  the  eyeball,  as  in  cataracts,  iridectomies,  etc. 
Various  plans  have  been  followed  for  keeping  the  instruments 
clean,  such  as  dipping  them  in  boiling  water  just  before  use, 
washing  them  in  alcohol,  placing  in  carbolic  acid  solution,  etc. 
Some  gentlemen,  after  use  of  the  instruments,  place  them  in  a 
dish  of  bo  iling  water  and  cook  them  for  several  minutes — all 
the  metallic  portion  of  the  instruments,  and  this  is,  undoubt- 
edly, a  good  and  safe  plan!  Briefly,  a  good  method  to  pursue, 
I  think,  is  this:  Before  using  instruments,  if  they  have  been 
properly  cleaned  after  a  former  operation,  they  should  be  thor- 
oughly cleansed  with  alcohol,  and  for  this  purpose  I  know  of 
nothing  better  than  absorbent  cotton  saturated  with  the  alco- 
hol, with  which  the  delicate  instruments  may  be  swabbed  off 
very  readily  and  thoroughly,  the  cotton  being  so  soft  as  not  to 
be  unwieldy.  If  one  likes  they  may  then  be  placed  in  a  solu- 
tion of  carbolic  acid,  but  I  do  not  think  this  has  any  special 
advantage,  and  the  numbing  effect  of  the  carbolic  solution  on 
the  fingers,  in  my  own  case  at  least,  is  disagreeable,  and  inter- 
feres with  the  delicate  touch  sometimes  so  essential  for  nice 
operating.  After  the  operation  the  instruments  should  be 
thoroughly  washed  in  hot  or  boiling  water,  and  thoroughly 
dried  and  placed  in  their  proper  receptacles.  It  maybe  need- 
less to  remark,  but  is  a  very  important  point,  that  for  all  cut- 
ting operations  the  instruments  should  have  the  keenest  edge 
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possible.  Many  gentlemen  who  do  much  operating  on  cata- 
racts never  use  a  knife  twice  without  sharpening. 

2.  How  shall  we  prepare  the  organ  for  operation  and  what 
shall  we  do  during  the  operation?  Different  gentlemen  and 
different  schools  pursue  somewhat  different  plans,  and  if  we  go 
from  clinic  to  clinic  in  different  European  cities,  we  shall  ob- 
serve different  degrees  of  care  and  attention  to  details.  As  a 
rule,  the  continental  operators  pursue  a  little  more  extensive 
plan  of  antisepsis  than  their  English  brethren,  but  I  do  not 
know  that  their  results  are  any  more  satisfactory  than  their 
equally  brilliant  confreres  on  the  other  side  of  the  channel.  In 
Paris,  probably  no  one  is  more  broadly  scientific,  careful,  skil- 
ful, practical  and  attentive  to  details  than  Landolt.  His  plan 
is  the  thorough  washing  of  the  eyeball  and  its  surroundings 
with  a  1:5000  bichloride  of  mercury  solution  before  an  opera- 
tion, the  borders  of  the  lids,  the  eyebrows,  etc.,  being 
well  scrubbed  with  a  bit  of  cotton  dipped  in  this  solution. 
Then  during  the  operation  frequent  instillations  of  the  same 
fluid  are  employed,  the  utmost  attention  being  given  to  de- 
tails, his  splendid  results  attesting  his  great  care. 

In  Berlin  Hirschberg,  who  almost  makes  his  operating  room 
his  hobby,  carries  the  question  of  antisepsis,  or  as  he  prefers 
to  call  it,  asepsis,  to  the  extremest  degree.  His  room  for 
operating  is  almost  immaculate,  and  everything  which  is  cook- 
able  is  boiled  and  steamed  and  sizzled  until  a  respectable  mi- 
crobe would  be  ashamed  to  show  his  head.  His  dressings, 
his  bandages,  his  solutions,  his  instruments,  his  instrument 
cases,  all  are  subjected  to  high  degrees  of  heat,  in  apparatus 
cases  constructed  on  purpose,  causing  destruction  of  all  germs. 
Every  gentleman  who  enters  his  room  must  wash  his  hands  in 
soap  and  water  and  bichloride  of  mercury  solution,  and  don  a 
white  robe  before  he  can  witness  an  operation.  The  greatest 
attention  is  given  to  rendering  the  eye  and  its  appendages 
aseptic.  And  so  he  claims  as  a  result  the  entire  absence  of 
all  suppurative  trouble,  and  even  the  very  rare  presence  of  any 
iritic  inflammations  and  adhesions  after  cataract  operations — 
certainly  a  most  brilliant  outcome  of  his  painstaking  care. 
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While  we  cannot  help  feeling  that  his  system  is  somewhat 
impracticable  under  the  circumstances  in  which  many  gentle- 
men are  perforce  compelled  to  do  operating,  yet  we  cannot 
help  applauding  Prof.  Hirschberg  for  his  enthusiastic  atten- 
tion to  the  interesting  details  of  an  elaborate  and  successful 
system  of  aseptic  operating.  The  plan  which  I  have  pursued, 
and  with  uniformly  gratifying  results,  has  been,  before  an  ope- 
ration, to  thoroughly  wash  with  soap  and  warm  water  the  en- 
tire surroundings  of  the  eye,  the  lids,  the  brows,  and  the 
cheeks.  Then  the  whole  is  freely  bathed  in  a  solution  of 
1:5000  bichloride  of  mercury.  Also  the  eyeball  itself  is  thor- 
oughly washed  with  this  solution,  the  lids  everted  and  washed, 
the  roots  of  the  lashes  and  edges  of  lids  scrubbed  with  the 
same,  and  everything  made  as  clean  as  possible.  Usually  I 
use  a  4%  solution  of  cocaine  made  up  with  the  bichloride 
preparation,  two  or  three  applications  of  which  render  the  eye 
comparatively  insensible  to  the  pain  of  most  operations.  By 
having  the  cocaine  so  made  I  have  no  hesitation  in  using  it,  if 
necessary,  during  the  progress  of  the  operation.  As  the  ope- 
ration goes  on,  occasionally,  as  may  be  necessary  either  to 
cleanse  the  eye  or  to  keep  it  moist,  I  have  a  little  of  the  same 
solution  dropped  in  the  eye,  or  with  a  pledget  of  cotton 
dipped  in  it  gently  wipe  off  the  discharges,  blood,  etc.  When 
the  operation  is  complete  I  carefully  wash  away  all  the  dis- 
charge by  flooding  the  eyeball  and  wiping  off  the  lids,  when 
we  are  ready  for  the  permanent  dressing.  The  only  objection 
I  have  to  the  use  of  the  solution  of  bichloride  of  mercury  is 
that  in  many  cases  it  produces  a  good  deal  of  smarting  and  ir- 
ritation of  the  eyes  which  often  is  quite  severe,  and  continues 
for  a  considerable  time  after  its  application,  so  much  so,  in- 
deed, that  occasionally  I  have  resorted  to  a  solution  of  boracic 
acid  in  its  stead.  The  injection  of  the  conjunctiva  is  often 
also  quite  considerable.  In  the  great  majority  ot  cases,  how- 
ever, its  use  is  well  borne. 

This  brings  us  10  the  third  point,  upon  which  I  shall  speak 
briefly — the  after  treatment  of  operations  upon  the  eye. 

Probably  there  is  no  subject  in  eye  work  upon  which  men 
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differ  in  their  views  and  practice  more  than  in  this,  and  no 
plan  can  be  outlined  which  would  meet  with  the  universal  ap- 
proval of  all  operators  in  all  its  details.  But  I  think  all  are 
agreed  in  the  few  essentials  of  all  after  treatment,  viz.:  cleanli- 
ness, rest  and  protection  of  the  organ.  How  we  shall  best  ob- 
tain these  has  been  a  matter  of  much  thought  among  special- 
ists. I  have  no  doubt  that  if  we  could  obtain  always  perfectly 
sterilized  water,  its  use  alone  would  be  quite  effectual  as  a 
means  of  cleansing  the  eye  as  we  would  need,  and  this  has 
been  used  very  successfully  and  satisfactorily  in  general  sur- 
gery. In  eye  work,  however,  we  must  remember  that  the 
enemy  often  lurks  in  the  secretions  of  the  eyelids,  and 
may  not  be  entirely  dislodged  even  by  the  most  painstaking 
care.  For  this  reason  we  may  resort  to  the  use  of  antiseptic 
solutions,  such  as  boric  acid,  bichloride  of  mercury,  etc.,  with 
a  little  more  feeling  of  ease  on  account  of  their  reputed  prop- 
erties of  destroying  disease  germs.  Most  operations,  I  think, 
do  better  by  the  organ  being  put  at  rest  and  protected  against 
outside  influences,  and  the  major  operations  do  better  by  rest 
of  the  entire  body. 

I  am  quite  sure,  however,  that  this  latter  element  was  car- 
ried to  extremes  in  the  eye  surgery  of  a  few  years  ago,  as 
many  gentlemen  were  in  the  habit  of  keeping  all  cases  in  bed 
for  a  long  time  after  the  more  serious  operations.  This  does 
no  good,  and  in  most  cases  is  a  positive  harm.  Old  people, 
particularly,  bear  lying  in  bed  long  very  badly,  and  I  think 
now  few  gentlemen,  even  after  cataract  operations,  keep  pa- 
tients in  bed  more  than  from  two  to  four  or  five  days.  And 
the  reason  for  cases  among  elderly  people  doing  better  by 
maintaining  the  natural  and  normal  rule  of  life  is  not  far  to 
seek.  Cataract,  which  is  the  most  common  disease  for  which 
we  operate  on  elderly  people,  comes  on  without  any  general 
disturbance  of  the  system,  and  putting  such  persons  in  bed 
breaks  up  their  ordinary  habits  and  so  interferes  with  the  nor- 
mal functions  of  the  body.  So  I  believe  keeping  cataract 
cases  in  bed  longer  than  is  sufficient  for  the  edges  of  the  wound 
to  adhere  well  together  does  no  good,  and  may  be  a  positive 
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harm,  and  the  same  remark  applies  to  iridectomies.  For  ope- 
rations which  do  not  involve  the  opening  of  the  eyeball  itself, 
keeping  in  bed  for  more  than  twenty-four  hours  is  entirely  un- 
necessary. The  almost  universal  rule  of  the  profession  with 
reference  to  the  after  treatment  of  operations  is  by  protecting 
the  eye  with  a  compress  and  bandage  of  some  kind,  and  I  do 
not  know  that  it  matters  with  what  means  we  do  this,  as  I  have 
been  able  to  observe  within  the  past  years  most  of  the  medical 
gentlemen  in  the  European  clinics  employ  compresses  and 
bandages,  and  many  of  their  compresses  wet  with  a  solution 
of  the  bichloride,  and  either  wet  or  dry  bandages.  A  rule 
which  I  think  is  an  important  one,  is,  not  to  disturb  the  eye 
after  an  operation  oftener  than  is  necessary.  So  after  a  cata- 
ract operation,  for  instance,  I  would  not  remove  the  dressings 
for  two,  three,  four,  five,  or  even  six  days,  if  there  were  no  in- 
dications giving  evidence  of  some  unfavorable  disturbance, 
and  one  will  often  be  gratified  by  seeing  how  little  disturbance 
there  has  been  in  an  eye  operated  on  and  so  constantly  pro- 
tected for  several  days.  Often  the  conjunctiva  is  hardly  in- 
jected. I  know  some  gentlemen  claim  that  it  is  desirable  to 
see  what  and  how  the  eye  is  doing  within  twenty-four  hours 
after  an  operation,  but  I  am  convinced  it  is  meddlesome  curi- 
osity to  open  an  eye  before  one  gets  some  indications  for  do- 
ing so.  As  well  might  the  laparotomist  remove  the  dressings 
from  the  abdomen  to  see  how  much  the  wound  had  healed 
within  twenty-four  hours,  which  no  one  now  dreams  of  doing 
without  specific  cause.  If  there  is  much  pain,  or  discomfort, 
or  other  evidence  showing  too  much  inflammatory  disturb- 
ance, then  this  is  another  matter,  and  the  eye  should  be  looked 
after.  We  often  see  compresses  which  have  been  left  on  the 
eye  for  two  to  four  or  five  days  removed,  showing  almost  no 
discharge,  and  which  have  not  been  uncomfortable  to  the  pa- 
tient, in  fact  showing  no  more  soiling  than  the  compress  re- 
moved at  the  same  time  from  the  unoperated  eye. 

Another  rule  about  dressings  of  the  eye,  which  I  think  is 
important,  and  which  is  frequently  violated,  is  not  to  keep  the 
eye  covered  too  long.    As  soon  as  the  wound  has  well  healed, 
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if  there  is  no  haemorrhage  or  inflammatory  material  to  be  ab- 
sorbed, the  dressings  should  be  removed.  I  have  often  seen 
the  irritation  prolonged  by  keeping  on  dressings,  which,  upon 
their  removal  and  leaving  the  eye  free,  has  very  rapidly  sub- 
sided. Of  course  there  may  be  specific  purposes  for  which  it 
is  desirable  to  keep  up  pressure  and  protection  with  bandages, 
and  for  which  no  hard  and  fast  rules  can  be  laid  down,  but  I 
am  sure  a  moderately  early  removal  of  all  dressings  from  the 
eyes  redounds  to  the  comfort  and  cure  of  the  patient.  As  in 
general  medicine  or  surgery,  so  in  eye  surgery,  every  man  must 
use  his  best  judgment  in  the  special  case  before  him  as  to 
what  "is  the  best  treatment  for  the  case  under  the  circum- 
stances present,  and  only  general  principles  can  be  outlined 
for  his  guidance.  But  I  believe  that  he  who  gives  most  atten- 
tion and  care  to  the  details  of  his  work,  who  finds  even  the 
minutest  things  with  reference  to  perfect  cleanliness  in  his  eye 
surgery  not  beneath  his  constant  watchfulness,  who  bends  his 
every  effort  to  eradicating  every  cause  of  sepsis,  will  be  the 
most  successful  in  his  results,  even  though  he  may  lack  some 
of  the  brilliancy  of  manipulation  and  the  delicacy  of  touch  of 
some  of  his  more  mechanical  brothers. 


TRANSLATION. 


PATHOLOGY  AND  NEW  TREATMENT  OF  SYMPA- 
THETIC OPHTHALMIA. 


BY  CHAS.  ABADIE,  OF  PARIS. 


Translated  by  J.  Waltkr  Park,  M.D.,  of  Harrisburg,  Pa. 

Genuine  sympathetic  ophthalmia,  resulting  from  a  traumatic 
lesion,  and  which  causes  so  many  irreparable  disasters  to  the 
eye,  is  a  formidable  microbian  disease,  of  infectious  origin. 

This  new  idea  of  its  pathology,  according  to  the  investiga- 
tions of  Leber  and  Deutschmann,  has,  beyond  a  doubt,  singu- 
larly thrown  light  upon  the  clinical  view  of  this  serious  affec- 
tion, which  up  to  that  time  had  still  remained  obscure.  Since 
that,  observation,  guided  by  this  new  conception  of  its  etiolo- 
gy, confirms  facts  which  before  seemed  incomprehensible  and 
not  easy  of  explanation;  and  the  changes  of  treatment  are 
surer  and  more  efficacious. 

It  seems  more  reasonable  to  admit  the  transmitting  of  the 
infection  by  continuity  of  tissue  through  the  optic  nerve  and 
chiasm  to  the  opposite  eye,  than  through  the  celiary  nerves 
and  nervous  centres.  Besides,  we  do  not  yet  know  the  ana- 
tomical connection  between  the  nuclei  of  the  trijemini,  and  it 
would  seem  astonishing  that  so  serious  a  pracedure,  bordering 
upon  the  destruction  of  the  other  eye,  could  arise  in  the  euce- 
phalic  nervous  centers  without,  as  a  consequence,  determining 
other  disorders  and  functional  troubles.  This,  then,  is  a  gen- 
eral view  of  its  transmission  from  one  eye  to  the  other;  the 
therapeutic  agents  applied  to  the  injured  eye  may  not  be  anti- 
septic; the  wound  may  not  be  dressed  strictly  antiseptic,  to 
prevent  infection,  or  the  edges  of  the  wound  may  not  lie  down 
closely  or  evenly,  and  thus  become  invaded  by  microbes.  They 
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soon  generate  and  multiply,  penetrating  into  the  deeper  parts 
of  the  eye,  and  through  the  chiasm  into  the  optic  nerve  of  the 
opposite  side.  If  the  disease  is  not  promptly  checked,  the 
second  eye  is  completely  destroyed  and  blindness  is  the  result. 
Thus  we  have  an  easy  explanation  of  the  chain  of  pathological 
phenomena  during  the  evolution  of  microbes  and  their  disor- 
ganizing action  upon  the  healthy  tissues.  These  same  ideas 
seem  to  explain  the  remaining  obscure  points  in  the  progress 
and  treatment  of  this  singular  and  formidable  disease. 

What  is  it  then  that  we  wish  to  prevent?  It  is  enucleation. 
This  procedure  was  arrived  at  by  impircism,  or  rather  by  ob- 
servation, but  without  any  explanation  to  show  why  or  how 
the  removing  of  the  diseased  eye  cured  the  good  eye.  At 
present  we  seem  to  have  a  very  good  explanation.  It  is  evi- 
dent that  if  enucleation  of  the  infected  or  injured  eye  is  per- 
formed before  the  infection  has  gained  access  to  the  optic 
nerve,  and  thus  the  means  of  communication  cut  off  by  section 
of  the  nerve,  the  propagation  is  cut  short  and  the  other  eye 
saved. 

Clinical  experience  has  always  been  unanimous  upon  the 
efficacy  of  enucleation  when  done  in  time,  before  any  sympa- 
thetic action  is  shown  in  the  opposite  eye.  The  question 
sometimes  becomes  very  difficult,  and  very  embarrassing  to  de- 
cide, as  to  just  when  sympathetic  action  has  begun  in  the  oth- 
er eye.  Here  opinions  begin  to  differ.  Some  recommend 
enucleation,  while  others  absolutely  condemn  it.  We  see  the 
embarassing  position  into  which  surgeons  are  placed.  It  is 
this  question  which  we  wish  to  solve. 

The  injured  eye  is  the  nidus  for  the  generation  of  microbes. 
Microbes  that  have  contaminated  a  wound  in  any  way  or  manner 
multiply  very  fast  and  in  immense  numbers,  on  account  of  the 
vitality  of  the  contused  or  lacerated  tissues  being  less  than 
theirs;  It  is  here  that  they  begin  their  work  of  destruction, 
and  after  becoming  numerous  and  their  vitality  strong,  then, 
and  then  only,  do  they  begin  their  attack  upon  the  surrounding 
healthy  tissues,  by  penetrating  into  the  deeper  parts,  radiating 
from  a  common  centre,  it  being  the  wound  or  lacerated  part 
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itself.  If,  in  consequence,  a  sympathetic  ophthalmia  develops 
in  the  opposite  eye,  and  the  first  or  injured  eye  is  enucleated, 
you  thus  remove  the  generating  particles  and  prevent  the  mi- 
crobic  development. 

Thus  far,  well  done;  'rbut  we  have  still  not  done  our  whole 
duty,  for  we  are  leaving  a  second  eye  to  the  mercies  of  micro- 
bian  infection,  which  has  already  taken  place,  and  which  is 
very  important  to  treat  in  order  to  save  the  remaining  eye. 
How,  then,  do  we  propose  to  do  this?  Several  ways  present 
themselves,  which  we  will  now  consider. 

If  the  infection  of  the  sound  eye  has  not  taken  place  from 
the  beginning  of  the  disease,  the  microbes  as  yet  are  few  in 
number,  and  will  have  a  severe  struggle  in  their  work  of  de- 
struction in  healthy  tissues.  'Phagocytes  only  seem  to  have  a 
tendency  of  destroying  normal  cellular  tissue  (this  is  still  bac- 
teriologically  not  a  settled  fact),  and  their  numbers  not  being 
increased  by  others  coming  from  the  diseased  eye,  we  can  save 
the  good  eye.  Saving  the  good  eye  will  evidently,  yet  singu- 
larly, be  assisted,  besides  enucleation  of  the  bad  eye,  by  the 
use  of  mercurial  germicides  (general  ointment  inunctions). 
But,  on  the  contrary,  if  enucleation  of  the  bad  eye  has  been 
performed  too  late,  after  being  invaded  by  microbes  for  a  long 
time,  and  the  deep  tissues  have  become  affected,  and  can  no 
longer  maintain  a  vigorous  struggle  against  the  large  numbers 
of  microbes  which  are  still  penetrating  further  into  the  sur- 
rounding parts,  and  we  do  not  employ  mercurials  and  germi- 
cidal treatment  besides,  the  good  eye  will  be  destroyed  and 
enucleation  of  the  bad  one  will  not  save  the  good  one.  We 
also  know  this  fact,  by  observation,  that  when  an  eye  is  affect- 
ed by  sympathetic  ophthalmia,  and  that  we  are  able  to  put  a 
stop  to  its  further  progress,  whether  by  enucleation  or  some 
other  means,  it  is  necessary  to  do  it  at  once,  before  the  morbid 
process  has  entirely  destroyed  it.  The  effect  upon  an  injured 
eye  invaded  by  microbes  which  have  not  lost  their  virulence,  and 
the  resistance  of  the  tissues  becomes  weakened,  is  such  as  to 
cause  them  to  go  on  in  their  destructive  work  with  renewed 
activity.    The  results  furnished  by  the  researches  and  legiti- 
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mate  bacteriological  experiments  are  important  conclusions 
for  clinical  use. 

It  is  quite  certain  that  enucleation  done  at  an  early  date,  be- 
fore the  infection  had  gained  access  to  the  optic  nerve,  pre- 
vents sympathetic  ophthalmia  in  the  other  eye.  If  done  later 
on,  it  may  still  be  of  use,  especially  when  accompanied  by  a 
complete  general  mercurial  treatment.  In  certain  cases.it  is 
true,  it  is  of  not  much  benefit,  but  as  some  authors  say,  it  does 
no  harm,  nor  aggravate  the  disease,  but  sometimes  suppresses 
the  generative  process.  Such,  in  short,  was  the  therapeutic 
question  of  sympathetic  ophthalmia  before  the  bacteriological 
period;  somewhat  empirical  and  obscure.  At  present  we  have 
a  better  knowledge  of  the  true  nature  of  the  disease  with  which 
we  have  to  combat;  we  should,  and  we  can,  give  much  better 
and  more  effective  treatment. 

Where  an  eye  is  seriously  injured,  and  it  may  upon  first  ex- 
amination seem  entirely  lost,  and  the  question  of  enucleation 
is  proposed,  we  are  now  told  that  the  enucleation  may  be 
avoided,  and  the  manner  of  procedure  is  indicated.  At  first, 
we  try  by  a  strict  antiseptic  treatment  to  avoid  all  infection, 
but  if,  in  spite  of  all,  infection  occurs,  we  cauterize  the  wound 
with  the  cautery  point,  wherever  it  may  be,  being  careful  to 
apply  it  to  every  part  of  the  wound,  and  to  have  the  patient 
thoroughly  chloroformed.  This  does  not  even  then  always 
prevent  sympathetic  ophthalmia.  Notwithstanding  all  this,  if 
it  should  develop,  try  to  prevent  its  further  progress  by  inject- 
ing into  the  eye  (which  now  seems  destined  to  enucleation), 
one  or  two  drops,  at  most,  of  a  I  to  1,000  bichloride  solution. 
These  injections  cause  considerable  irritation  for  some  hours, 
but  little  by  little  the  reaction  subsides,  until  the  eye  becomes 
normal,  and  both  eyes  then  improve.  The  most  remarkable 
case  under  observation,  and  which  has  been  my  first  in  my 
departure  of  this  new  treatment,  is  worth  stating: 

A  lady,  aet.  60  years,  employed  in  a  kiosk,  accidentally  run 
against  a  stair-case,  injuring  her  left  eye  very  severely.  Seen 
some  hours  after  the  accident,  I  found  upon  examination  an 
enormous  rupture  of  the  sclerotic,  almost  an  equal  distance 
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from  the  cornea  and  the  equator  of  the  eye.  The  rupture  was 
two  centimeters  wide,  the  crystalline  lens  expelled,  and  a  her- 
nial protrusion  of  the  ciliary  body  in  the  wound.  It  was 
washed  carefully  with  a  solution  of  bichloride  I  to  2,000,  and 
antiseptic  dressing  applied  to  the  eye.  The  patient  was  very 
poor  and  could  not  afford  to  stop  work,  but  came  regularly  to 
have  her  eye  dressed.  All  seemed  to  progress  favorably  until 
three  weeks  after  the  accident,  when  a  severe  sympathetic 
ophthalmia  set  in.  The  changes  were  so  rapid  that  a  few  days 
after  their  appearance  it  was  difficult  for  her  to  see  sufficient 
to  go  around.  Before  proceeding  to  enucleate  the  left  eye,  in 
which  cicatrization  had  already  mostly  taken  place,  I  used  the 
theoretical  idea  of  pressure,  and  then  determined  to  make  an- 
other attempt  to  save  the  eye  before  removing  it.  I  cauterized 
the  almost  insignificant  remaining  part  of  the  prolapsed  ciliary 
body,  and  with  a  'Pravaz'  syringe  injected  into  the  injured  eye 
two  drops  of  a  I  to  500  solution  of  bichloride.  The  reaction 
was  severe  and  the  pain  violent.  The  following  day  there  was 
a  bright  red  peri-corneal  injection;  the  posterior  surface  of  the 
cornea  and  Decemet's  membrane  were  absolutely  opaque;  but, 
little  by  little,  the  following  day  the  reaction  subsided,  the 
cornea  cleared  up  entirely,  and  the  vision  of  the  sympathizing 
eye  also  improved  rapidly.  In  short,  in  fifteen  days  the  vision 
of  the  sympathizing  eye  became  almost  normal,  and  the  in- 
jured eye,  which  was  destined  to  be  enucleated,  improved  so 
much  that  the  patient  counted  fingers  several  metres  distant, 
and  will  be  able  to  see  sufficiently  to  go  around  almost  any- 
where. Four  months  after  the  accident  the  recovery  was  so 
complete  that  when  the  injured  eye  was  provided  with  a  -(-15 
D.  glass,  the  patient  could  see  to  read. 

Another  interesting  case  which  came  under  my  observation 
was  a  child,  aet.  14  years,  who  had  a  slight  injury  of  one  eye 
which  caused  sympathetic  ophthalmia  in  the  other  to  such  an 
extent  as  to  leave  her  with  very  dim  vision  in  both.  In  this 
difficult  conjuncture,  I  decided  to  inject  two  drops  of  a  1  to 
1,000  bichloride  solution.  The  reaction  was  much  less  marked 
this  time,  subsided  in  a  few  days,  and  the  acuteness  of  vision 
improved  very  much. 
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My  last  case  is,  perhaps,  more  interesting  than  any  of  the 
others.  I  have  had  the  occasion  to  enucleate  the  right  eye  of 
this  patient  (before  making  any  of  my  new  therapeutic  experi- 
ments) for  sympathetic  ophthalmia.  Notwithstanding  the 
enucleation,  and  in  spite  of  extensive  mercurial  inunctions,  the 
sympathetic  ophthalmia  continued  progressively  in  the  left 
eye,  and  vision  became  almost  extinct.  I  likewise  injected  in- 
to this  lye  (the  only  remaining  one),  a  drop  of  I  to  l,00O  so- 
lution of  bichloride,  and  its  further  progress  was  stopped  at 
once. 

In  support  of  these  facts  I  think  I  am  justified  in  saying  that 
they  mark  a  new  era  in  the  therapeutics  of  sympathetic  oph- 
thalmia of  to-day.  Enucleation,  which  heretofore  was  the  first 
thing  to  be  done,  should  only  be  resorted  to,  at  once,  in  those 
exceptional  cases  where  there  is  absolutely  no  hope  of  saving 
it. 

In  cases  of  severe  injuries,  if,  in  spite  of  all  strict  antiseptic 
treatment,  severe  sympathetic  ophthalmia  develops,  before 
proceeding  to  enucleate  the  eye,  first  apply  the  galvano-cau- 
tery  point  to  all  parts  of  the  wound;  secondly,  make  intra-ocu- 
lar  injections  of  one  or  two  drops  of  a  bichloride  solution  I  to 
i,oco.  In  this  way  we  often  put  a  stop  to  its  further  progress, 
and  save  the  eye  which  otherwise  would  have  been  doomed  to 
destruction.  At  last,  if,  in  spite  of  all  treatment,  it  being  too 
late,  or  the  enucleation  ineffectual,  there  is  only  one  eye  re- 
maining, and  that  one  apparently  destroyed  through  sympathy 
of  the  other,  we  should  try  to  reduce  the  severity  ol  the  mor- 
bid process,  which  is  better  attained  by  injecting  into  the  eye 
one  or  two  drops  of  a  I  to  1,000  bichloride  solution,  and  then 
as  a  trial-operation  perform  iridectomy  or  extraction  of  the 
lens. 
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Delivered  at  the  Forty-First  Annual  Meeting  of  the  American  Medical  Association, 
held  at  Nashville,  Tenn.,  May,  1890. 

The  Section  of  Ophthalmology,  through  its  Chairman, 
welcomes  most  cordially  each  and  every  one  of  you  to-day. 
Although  this  is  only  its  second  year  of  independent  existence, 
it  does  not  feel  like  a  child  of  tender  years,  but  rather  like  a 
man  of  vigor  and  strength.  It  points  with  pride  to  the  pro- 
gramme of  last  year,  and  this  as  substantial  evidence  of  its 
ability  to  hold  its  own  with  the  other  and  older  Sections.  The 
contributions  of  last  year  were  excellent  and  of  a  high  order, 
and  your  Chairman  can  emphasize  the  same  in  relation  to  the 
programme  which  he  has  to  offer. 

There  is  no  question  but  that  there  is  material  enough 
among  those  who  devote  themselves  to  our  specialty  to  sus- 
tain the  Section  of  Ophthalmology  with  honor  and  credit.  It 
needs  only  the  co-operation  of  those  interested  to  make  it  so 
attractive  that  it  will  yearly  call  forth  the  personal  observations 
of  its  members  in  a  manner  that  will  make  its  meetings  highly 
interesting  and  mutually  beneficial. 

We  have  met  to  interchange  views  on  topics  of  mutual  in- 
terest, to  profit  by  each  other's  experience  and  observations, 
to  enjoy  that  social  intercourse  which  fosters  personal  friend- 
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ship  among  professional  men,  and  to  accept  the  generous  hos- 
pitality of  our  Southern  confreres  in  this  the  beautiful  capital 
of  their  State. 

It  has  been  charged  that  the  life  of  a  specialist  makes  him 
somewhat  narrow-minded,  as  his  work  in  a  measure  excludes 
the  consideration  of  other  branches.  I  question  the  truth  of 
this.  It  certainly  does  not  prevent  him  from  taking  an  inter- 
est in  and  enjoying  a  retrospect  of  the  progress  which  has 
been  made  in  the  vast  field  of  work  now  occupied  by  medi- 
cine, surgery  and  the  allied  branches.  The  time  was  when  a 
physician  was  expected  to  know  a  good  deal  about  everything 
— in  fact  he  was  even  expected  to  know  everything;  but  that 
day  is  past. 

Owing  to  new  and  advanced  methods  of  teaching,  our  con- 
ception of  the  study  of  medicine  is  wholly  different  now  from 
what  it  was  twenty  years  ago.  The  horizon  of  our  knowledge 
has  so  widened  that  we  are  not  content  to  assume  that  we 
can  comprehend  it  all.  There  is  a  limit  to  our  ability  to  study, 
for  time  and  physical  endurance  are  limited,  and  we  must  con- 
tent ourselves  with  studying  well  our  own  part  and  compre- 
hending as  much  as  possible  of  other  allied  branches.  As  we 
look  out  on  a  landscape  we  see  clearly  and  distinctly  what  is 
near,  but  less  distinctly  what  is  in  the  distance.  So  with  our 
specialty;  it  is  close  to  our  eyes  and  our  heart  and  we  take  it 
all  in,  but  we  can  still  enjoy  what  surrounds  us,  although  at  a 
greater  distance. 

We  know  how  much  work  it  takes  to  keep  ourselves  up 
with  the  advances  of  the  day,  and  we  know  full  well  that  other 
branches  are  as  broad,  and  as  long,  and  as  deep  as  our  own, 
and  we  can  appreciate  the  work  which  our  colleagues  have  to 
do.  From  this  standpoint — and  I  hold  it  is  a  true  one — a 
specialist  should  not  be  narrow-minded;  his  own  work  should 
broaden  his  views  of  the  fields  of  work  his  colleagues  are  en- 
gaged in.  The  allied  branches  have  made  wonderful  progress 
in  the  past  few  years,  and  we  can  certainly  look  at  their  work 
with  pride  and  admiration. 

We  look  with  wonder  on  men  who  now  with  such  confidence 
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open  the  abdominal  cavity  and  perform  operations  which  not 
many  years  ago  would  have  been  deemed  not  only  foolhardy, 
but  unjustifiable.  In  preantiseptic  days  such  operations  would 
have  been  followed  by  the  most  disastrous  results ;  but  now — 
how  changed  !  Statistics  prove  that  these  operations  are  not 
only  justifiable,  but  positively  demanded  as  diagnostic  meas- 
ures. 

We  learn  of  an  eminent  writer  in  the  East  something  of  the 
progress  of  surgery  which  is  simply  astounding.  In  compound 
fractions  of  all  grades  the  mortality  is  only  one-half  of  one 
per  cent,  instead  of  from  25  per  cent  to  68  per  cent,  as  it  was 
in  years  gone  by.  In  ovariotomy  Mr.  Tait's  percentage  of  loss 
in  his  second  series  of  1,000  cases  was  only  3.3  per  cent,  when 
a  loss  of  50  per  cent  was  common  twenty-five  years  ago. 

Surgeons  now  remove  a  portion  of  the  stomach  in  case  of 
cancer  of  that  organ;  sections  of  the  intestines  are  also  re- 
moved successfully;  kidneys  are  .cut  down,  calculi  removed, 
and  the  gland  preserved  to  perform  its  function;  if  it  cannot 
do  so,  it  is  removed  entire;  and  so  with  the  gall  bladder — it  is 
opened,  calculi  removed,  and  in  case  this  cannot  be  done  suc- 
cessfully the  gall  bladder  itself  is  sacrificed.  Even  the  citadel 
of  the  mind  itself — the  brain — is  opened  and  tumors  success- 
fully removed,  which  had  been  located  by  long  and  patient 
study  of  its  functions.  This  chapter  of  progress  is  so  startling 
that  we  stand  in  awe  and  admiration,  and  wonder  what  will 
next  be  done. 

Are  we  holding  up  our  end  of  the  line  in  this  march  of 
progress?  How  can  each  one  add  something  to  advance  the 
good  of  the  whole?  Cases  of  interest  fall  to  the  lot  of  each 
and  every  one.  Interesting  and  valuable  observations  are  be- 
ing made,  but  do  we  give  our  associates  the  benefit  of  them? 
How  can  we  best  do  it?  My  answer  is,  by  giving  to  the  jour- 
nals a  prompt  report  of  such  cases.  It  is  not  necessary  that 
an  elaborate  paper  should  be  written,  nor  that  the  whole  lit- 
erature of  the  subject  should  be  analyzed;  leave  that  for  some 
one  else  who  has  more  time  than  you.  With  the  systematic 
reports  of  the  progress  of  ophthalmology  which  are  given  at 
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intervals  in  this  country  and  Europe,  and  particularly  in  Na- 
gel's  Jahresbericht,  your  grain  of  seed  will  not  be  lost,  but  will 
be  preserved  in  a  permanent  form  utilized  for  the  best  pur- 
poses of  the  profession. 

Take  the  Transactions  of  the  American  Ophthalmological 
Society  as  the  representative  body  in  this  country  and  see 
how  many  short  papers  there  are,  and  how  few  long  ones.  A 
single  case  is  frequently  presented,  but  it  is  the  nucleus  of  a 
discussion  which  brings  out  the  various  opinions  of  those 
present.  Let  us,  then,  bear  this  in  mind  and  give  the  profes- 
sion the  benefit  of  our  observations. 

To  aid  us  in  this,  a  systematic  arrangement  of  our  cases  as 
they  come  on,  with  free  notes  of  the  various  phases  through 
which  they  pass,  will  assist  us  immensely. 

Dr.  James  Anderson,  in  a  very  interesting  and  valuable  arti- 
cle published  in  the  Ophthalmic  Reviezv  on  "Some  Ocular  and 
Nervous  Affections  in  Diabetes  and  Allied  Conditions,"  says  : 
"I  think  it  the  best  and  most  hopeful  feature  in  ophthalmology 
that  it  has  relations,  closer  and  more  remote,  with  every  branch 
of  surgery  and  medicine." 

The  intimate  relationship  between  ophthalmology  and  gen- 
eral medicine  and  neurology  is  recognized  by  all.  The  more 
cerebral  and%spinal  diseases  are  studied,  the  more  is  this  ap- 
preciated. At  the  present  time  every  neurologist  must  be 
familiar  with  the  alterations  in  the  optic  nerve,  the  influence 
of  the  paresis  or  paralysis  of  the  ocular  muscles,  and  the  influ- 
ences of  errors  of  refraction  on  headaches  and  various  subjec- 
tive symptoms  which  are  erroneously  attributed  to  other 
organs. 

Dr.  J.  Hughlings  Jackson  was  last  year  elected  President 
of  the  Ophthalmological  Society  of  the  United  Kingdom.  In 
his  introductory  address  he  says  that  he  began  his  career  in 
an  ophthalmic  hospital,  and  he  thinks  it  the  luckiest  thing  in 
his  medical  life.  He  there  obtained  lessons  on  exact  observa- 
tion which  he  could  not  have  obtained  in  any  other  branch. 
He  says  that  twenty-three  years  ago  he  wrote  as  follows: 
"Until  physicians  work  at  the  muscular  disorders  of  various 
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convulsive  seizures  as  carefully  as  ophthalmic  surgeons  do  at 
paralysis  of  the  ocular  muscles,  our  knowledge  of  convulsions 
will  not  advance  in  an  orderly  way."  This  seems  almost  pro- 
phetic. He  has  done  much  to  clear  up  many  obscure  points 
in  diagnosing  of  the  pathology  of  cerebral  and  spinal  diseases. 

Look  at  the  manner  in  which  convulsive  seizures  of  a  mus- 
cle or  a  set  of  muscles  on  a  limb  or  of  the  entire  body  have 
been  studied.  These  phenomena  have  been  investigated  with 
reference  to  the  special  portion  of  the  brain  which  was  in- 
volved, and  how  grand  has  been  the  outcome.  Portions  of 
the  brain  presiding  over  certain  functions  are  now  quite  clearly 
mapped  out,  and  still  the  work  goes  on. 

Last  year  we  had  excellent  suggestions  on  the  discussion  of 
ophthalmic  subjects,  and  valuable  hints  were  given.  To  carry 
out  this  most  desirable  work,  how  great  an  aid  would  a  classi- 
fied register  be,  where  our  cases  were  so  arranged  that  we 
could  at  once  refer  to  any  particular  subject. 

When  we  wish  to  investigate  a  point  we  naturally  turn  to 
the  statistics  which  have  been  published.  What  a  satisfaction 
it  is  to  find  clear  and  convincing  light  thrown  on  a  point  which 
was  in  dispute.  We  feel  thankful  toward  those  who  have  been 
so  painstaking  as  to  collate  their  cases  and  the  results,  and  so 
tabulate  them  that  we  can  make  use  of  them.  To  whom  are 
we  indebted  for  these  statistics?  Public  institutions,  hospitals, 
infirmaries,  etc.,  are  expected  to  publish  these  cases;  but  do 
physicians,  surgeons,  oculists,  etc.,  collect  their  cases  and  so 
tabulate  them  at  any  time?  I  fancy  not.  feast  year  at  New- 
port we  had  a  book  for  the  registration  of  cases  presented  to 
us  as  a  sample  book  of  its  kind,  and  it  presented  many  excel- 
lent points.  It  was  shown  how  easily  one  could  refer  to  any 
class  of  diseases  and  at  once  record  the  number  treated,  results, 
complications,  etc.  How  many  oculists  keep  such  a  record, 
or  have  kept  one  for  years  past. 

I  think  that  if  cases  were  classified  as  they  come  along  one 
would  derive  much  more  pleasure  in  looking  over  his  case 
book  at  the  end  of  the  year.  He  would  also  be  better  able  to 
draw  conclusions  from  his  experience. 
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Many  interesting  cases  fade  from  our  memory  as  new  ones 
crowd  on  with  fresh  points  of  interest.  We  have  indistinct 
recollections  of  them,  but  cannot  recall  the  name,  nor  the  ex- 
act date;  and  so  we  move  on,  leaving  much  behind  us  that  we 
ought  to  have  preserved  in  a  shape  that  we  could  refer  to  it 
at  any  time.  A  classified  register  would  enable  us  to  refer  to 
our  cases  at  a  glance  and  collate  and  utilize  them.  We  would 
in  this  way  preserve  the  valuable  ones  and  be  able  to  sift  the 
ordinary  uninteresting  ones  from  those  we  wished  to  preserve. 

A  review  of  the  progress  of  ophthalmology  will  compare 
favorably  with  that  of  any  other  branch  of  medicine.  The 
new,  or  rather  old,  operation  of  simple  extraction  is  gaining  in 
favor.  Statistics  are  not  yet  extensive  enough  to  prove  its 
true  value,  but  it  seems  to  me  that  it  is  bound  to  supersede 
the  modified  linear  extraction  of  Graefe,  and  show  much 
superior  results.  Men  educated  in  the  Graefe  school  are  loath 
to  give  up  a  favorite  procedure,  but  such  statistics  as  Knapp 
has  furnished  will  prove  an  unanswerable  argument  to  any  ob- 
jections. 

The  eye  as  associated  with,  or  involving,  renal,  cerebral,  and 
spinal  diseases,  and  all  reflex  symptoms  of  internal  organs,  has 
been  studied  with  renewed  care.  The  intimate  relationship 
between  these  diseases  and  the  eye  is  so  generally  acknowl- 
edged that  this  point  no  longer  needs  an  argument.  We  are 
fortunately  able  to  act  as  guides  to  show  our  confreres  through 
places  which  otherwise  would  be  dark  without  the  aid  of  the 
skilled  ophthalmologist. 

The  study  of  the  errors  of  refraction  is  receiving,  I  may  say, 
universal  attention.  Its  importance  grows  as  it  is  better  ap- 
preciated by  the  profession  as  well  as  by  parents  and  teachers. 
The  relief  afforded  by  the  careful  and  accurate  adjustment  of 
lenses  is  incalculable,  and  as  accurate  methods  are  adopted, 
the  results  of  refraction  work  are  bound  to  be  more  and  more 
satisfactory. 

This  is  becoming  the  most  important  as  well  as  the  most  in- 
teresting branch  of  our  specialty.  In  connection  with  this  the 
question  of  strabismus  comes  up,  and  it  is,  indeed,  most  satis- 
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factory  to  know  that  it  is  now  receiving  intelligent  and  ration- 
al treatment.  The  results  of  correcting  the  underlying  error 
of  refraction  are  most  satisfactory,  and  the  necessity  for  mak- 
ing advancement  operations  to  correct  divergence  after  tenot- 
omy of  the  internus  will  seldom  ever  occur. 

Antiseptic  precautions,  before  and  after  operations  on  the 
eye,  are  now  universally  adopted,  and  the  results  are  very 
gratifying.  They  will  grow  in  importance  as  ophthalmic  sur- 
gery advances.  The  ophthalmic  journals,  foreign  and  domes- 
tic, and  the  proceedings  of  the  ophthalmological  societies 
abound  in  rich  results  of  the  researches  of  the  most  eminent 
men  in  our  specialty.  The  pens  of  such  men  abroad  as  Alfred 
Graefe,  Hugo  Magnus,  Van  Hippel,  Deutschman,  Landolt, 
DeWecker,  Leber,  Schweiger,  Hirschberg,  Hutchinson,  Net- 
tleship,  and  a  host  of  others  abroad,  as  well  as  Knapp,  Gruen- 
ing,  Noyes,  Kipp,  Williams,  Bull,  Wadsworth,  Theobald,  Stev- 
ens, Roosa,  Risley,  Harlan,  Alt,  Chisolm,  and  many  others  in 
our  own  country,  are  active  in  giving  to  the  profession  the  re- 
sults of  their  labors.  We  have  thus  each  year  a  mass  of  rich 
experience  presented  which  is  of  inestimable  value. 

Death  has  claimed  two  eminent  men  during  the  past  year, 
Jacobson  and  Donders.  The  latter  by  his  genius  and  profound 
study  worked  up  the  subject  of  errors  of  refraction  from  a  the- 
oretical and  mathematical  standpoint  to  a  practical  standpoint, 
and  has  left  a  monument  to  his  name  which  will  be  more  en- 
during than  a  shaft  of  marble  or  granite. 

This  year  has  been  productive  of  two  new  and  valuable 
text-books,  one  by  Dr.  Geo.  A.  Berry,  of  Edenburg,  and  the 
other  by  Dr.  Henry  D.  Noyes,  of  New  York.  Since  the  book 
written  by  Wells,  of  London,  several  years  ago,  we  have  not 
had  any  general  text-book  written  in  the  English  language, 
but  have  depended  principally  upon  the  translations  of  the 
works  of  our  German  and  French  confreres.  While  these  are 
very  good,  yet,  we  welcome  with  pleasure  these  two  books 
written  in  the  English  language.  They  are  certainly  in  ad- 
vance in  all  respects  of  any  works  hitherto  published,  and  are 
monuments  of  earnest,  faithful  work,  which  reflect  great  credit 
on  their  respective  authors. 
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In  order  to  give  a  practical  turn  to  my  paper,  I  will  say  a 
few  words  in  relation  to  the  topical  use  of  bichloride  of  mercu- 
ry in  the  treatment  of  ocular  diseases.  For  the  past  year  I 
have  used  it  a  great  deal.  It  is  not  a  new  remedy,  but  a  very 
old  one.  If  you  will  consult  the  oldest  book  you  have  on  dis- 
eases of  the  eye,  you  will  see  that  its  use  is  recommended 
there.  It  gave  place  to  other  and  newer  remedies,  but  now  in 
the  light  of  antiseptic  investigation  we  go  back  to  our  old 
friend,  and  find  it  one  of  the  most  reliable  agents  we  can  com- 
mand. It  is  a  powerful  remedy,  and  must  be  used  with  care 
and  discrimination.  And  right  here  comes  the  point  of  great- 
est importance:  It  has  generally  been  usee  in  two  strong  soiu- 
tions,  and  the  end  to  be  accomplished  has  been  defeated  by 
this  fact.  In  weaker  solutions  it  acts  kindly,  surely,  and  with 
very  slight  tendency  to  excite  relapse. 

In  granular  lids  I  have  used  it  in  a  good  many  severe  cases, 
and  I  have  tested  it  by  carefully  excluding  other  well-known 
remedies,  and  have  been  much  pleased  with  its  effects.  In  se- 
vere cases  I  used  it  1-500,  brushing  it  on  the  lids,  and  then 
washing  it  off.  I  found  this  too  strong  for  regular  treatment, 
the  eyes  not  tolerating  it  well;  I  fell  into  the  habit  of  using  it 
1-2,000,  and  found  that  this  did  better  and  only  exceptionally 
'caused  any  unfavorable  effect.  Occasionally  I  would  use  the 
stronger  solution  mentioned,  but  relied  on  the  weaker  one.  It 
is  not  painful,  and  patients  recover  from  it  more  quickly  than 
from  the  use  of  the  crystal  of  copper,  or  from  the  ordinary  so- 
lutions of  silver  nitrate. 

In  severe  acute  catarrhal  conjunctivitis  its  effects  were  ex- 
cellent. It  was  generally  ordered  in  solutions  of  1-3,000  or 
1-4,000,  and  used  three  times  a  day,  and  cloths  moistened  with 
it  were  placed  over  the  closed  eye-lids.  In  phlyctenular  con- 
junctivitis and  keratitis  it  seemed  to  meet  every  demand  re- 
quired and  gave  excellent  results.  Under  its  influence  the 
phlycten  would  disappear  rapidly,  and  it  seemed  to  me  it  pre- 
vented the  development  of  new  ones. 

I  have  injected  it  frequently  in  blenorrhcea  of  the  tear  sac 
with  the  most  satisfactory  results.    In  purulent  ophthalmia  it 
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is  questionable  whether  it  is  more  valuable  than  our  old  stand- 
by, silver  nitrate.  There  is  an  objection  to  it  which  we  must 
bear  in  mind,  especially  where  we  order  it  in  large  quantities, 
that  it  is  poisonous,  and  if  taken  internally  might  produce  dan- 
gerous and  even  fatal  symptoms.  But  the  same  thing  can  be 
said  of  atropine.  The  patient  should  be  warned  of  the  danger, 
and  the  bottle  properly  marked.  It  is  a  remedy  which  is  bound 
to  meet  with  increased  favor,  as  it  is  more  extensively  used  in 
solutions  which  are  suited  to  the  conditions  of  the  eye.  The 
use  of  the  sublimate  solution  is  right  in  the  line  of  antiseptic 
treatment,  and  is  worthy  of  a  thorough  and  unbiased  investiga- 
tion. I  hope  that  its  use  will  receive  that  intelligent  and  dis- 
criminating consideration  which  it  deserves. 

Allow  me,  gentlemen,  in  conclusion,  to  express  my  unquali- 
fied confidence  in  the  future  success  of  our  section,  and  to 
thank  you  for  your  generous  contributions,  and  to  express  my 
high  appreciation  of  the  honor  you  have  conferred  on  me  as 
its  chairman. — Jour.  Am.  Med.  Assn. 


GLAUCOMA  FULMINANS,  AFTER  EXTRACTION  OF 
CATARACT  WITH  IRIDECTOMY. 


BY  PETER  D.   KEYSER,  M.D., 
Professor  of  Ophthalmology,  Medico-Chirurgical  College,  Philadelphia. 

Read  in  the  Section  of  Ophthalmology,  at  the  Fortieth  Annual  Meeting  of  the 
American  Medical  Association,  June,  1889. 


It  is  a  well  known  fact  that  iridectomy  is  the  sovereign 
remedy  for  glaucoma,  and  a  few  cases  have  been  reported  (I 
have  had  such  cases  myself),  in  which  there  has  been  a  return 
of  the  symptoms  necessitating  a  second  iridectomy.  But 
never  have  I  seen  or  heard  of  cases  like  those  I  purpose  de- 
tailing in  this  report. 

On  July  21,  1888,  I  operated  on  the  left  eye  of  Mrs.  E.  G., 
an  English  lady  aet.  66,  for  the  extraction  of  senile  cataract. 
She  was  in  good  health,  but  of  gouty  diathesis — some  gouty 
spasmodic  cough  at  times.  The  lens  was  completely  clouded. 
Position  and  projection  perfect.  She  had  never  had  any 
severe  or  acute  attacks  of  gout,  although  at  times  she  said  she 
was  rheumatic.  The  urine  had  shown  some  albumen  the  year 
previous,  but  under  the  efficient  care  of  her  physician,  Dr.  A. 
K.  Minich,  this  had  passed  entirely  away. 

The  operation  was  made  with  all  antiseptic  precautions. 
The  instruments  were  washed  in  absolute  alcohol  ;  the  eyelids 
and  skin  around  washed  with  water  and  soap,  then  a  solution 
of  silico-fluoride  of  sodium,  gr.  1  ,  §s.  The  latter  solution 
was  then  instilled  freely  in  the  conjunctival  sac,  after  which  a 
2  %  solution  of  cocaine  was  dropped  in.  Everything  being 
ready,  the  incision  of  the  cornea,  upper  section,  was  made, 
and  a  large  iridectomy.    There  was  no  haemorrhage  of  any 
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kind  from  the  iris  or  from  the  anterior  part  of  the  globe  which 
extended  into  the  anterior  chamber.  After  opening  the  cap- 
sule the  speculum  was  removed,  and  the  lens  delivered  on 
gentle  pressure  over  the  lower  lid.  No  vitreous  was  lost,  and 
no  cortical  mass  left  in  the  eye.  The  whole  operation  passed 
off  beautifully  without  pain  or  distress.  She  counted  my 
fingers  very  promptly  and  saw  the  persons  around. 

The  eye  was  again  well  washed  with  the  silico-fluoride  ot 
sodium  solution,  a  drop  of  atropia  sulph.,  gr.  ij  §j,  instilled 
therein,  to  draw  the  iris  away  from  the  incision  and  prevent 
any  anterior  adhesion,  and  the  bandage  put  on. 

On  the  22d,  after  a  good  night's  rest,  and  twenty- four  hours 
after  the  operation,  the  bandage  was  removed,  the  external 
parts  of  the  eye  washed  with  warm  water  and  the  eye  itselt 
with  a  solution  of  boric  acid,  gr.  x  Sj.  By  a  candle  light  the 
eye  was  examined  and  found  in  good  condition.  No  swelling 
or  pain.  The  flannel  bandage  was  removed  and  a  Liebreich 
bandage  put  on,  whic  was  lighter  and  more  comfortable. 

On  the  23d  the  eye  was  again  washed  the  same  as  the  day 
previous  and  found  remarkably  well ;  vision  was  excellent. 
Permitted  to  sit  up  in  her  rocking-chair  all  day  now.  On  the 
24th  still  doing  well.  On  the  25th  called  to  see  her  as 
usual  and  found  her  in  splendid  mood  and  condition,  as  there 
had  been  no  pain  or  discomfort  since  the  operation,  and  she 
was  looking  forward  to  the  pleasure  of  again  seeing.  About 
an  hour  or  two  after  I  left  her  she  was  taken  suddenly  with 
an  attack  of  very  acute  pain  in  the  eye,  extending  up  through 
the  left  half  of  the  head.  She  had  had  no  rest  during  the 
night,  but  thinking  it  would  pass  away,  did  not  send  for  me, 
knowing  that  I  would  call  the  next  day.  When  I  called  she 
was  still  suffering,  and  on  removing  the  bandage  I  found  the 
following  condition  of  the  eye:  Pupil  dilated,  iris  pushed  for- 
ward towards  the  cornea,  anterior  chamber  containing  a  large 
quantity  of  blood.  Tension  of  the  ball  very  great,  +  3  to  full 
extent.  Vision  reduced  to  the  merest  perception  of  light. 
All  the  appearances  and  symptoms  of  glaucoma  fulminans.  A 
solution  of  salicylate  of  eserine,  gr.  ij  Sj,  was  instilled  into  the 
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eye,  and  repeated  three  times  that  day.  It  gave  relief  and  the 
next  day  the  hyperaemia  began  to  break  up. 

This  treatment  was  continued  for  two  or  three  days  in  the 
hope  that  the  blood  would  be  absorbed  so  that  I  could  make 
another  iridectomy.  But  as  the  blood  was  taken  up  it  was 
perceived  that  the  iris  was  pushed  directly  against  the  cornea, 
leaving  not  the  least  anterior  chamber.  I  was  then  obliged  to 
wait,  hoping  eventually  to  be  able  to  get  room  enough  to  pass 
a  small  v.  Graefe  knife  through  the  cornea  without  catching 
the  iris,  and  then  remove  a  large  piece  of  the  latter.  During 
these  days  she  would  suffer  at  times  with  attacks  of  pain  in 
the  head.  The  tension  of  the  ball  kept  up.  After  the  absorp- 
tion of  the  blood  the  vision  began  to  improve  for  a  few  days, 
but  then  dimmed  again. 

It  was  not  until  fourteen  days  after  the  first  attack,  and  un- 
der the  constant  instillation  of  the  eserine  solution,  that  I  was 
able  to  make  a  good  free  iridectomy.  This  was  done  directly 
downwards,  and  at  the  same  time  lacerate  the  posterior  cap- 
sule. The  eye  healed  after  this  last  operation  very  nicely,  but 
developed  very  little  vision;  only  light,  especially  when  from 
the  temporal  side,  and  at  times  fingers  could  be  seen.  Sight 
seemed  to  improve  for  a  while,  then  became  less  and  less  until 
it  was  almost  nothing.  I  regretted  that  I  could  not  make  the 
iridectomy  sooner,  but  it  was  utterly  impossible  to  do  so.  I 
feel  sure  that  if  such  an  operation  could  have  been  done  a  few 
days  after  the  attack,  the  sight  would  have  been  saved,  as  in 
the  cases  mentioned  below. 

It  has  been  one  of  the  phases  of  my  professional  life  that, 
when  I  have  a  very  interesting  and  uncommon  case,  within  a 
year  a  similar  one  is  sure  to  come  under  my  observation,  so 
on  October  26  of  the  same  year  I  removed  a  cataract  from  the 
left  eye  of  Mr.  James  M.,  an  English  gentleman  set.  71.  Posi- 
tion and  projection  was  perfect.  Right  eye  incipient  cataract, 
but  patient  able  to  get  around  without  assistance.  Rheumatic, 
gouty  diathesis,  although  then  in  excellent  health.  Urine 
free  from  albumen  or  sugar.  The  operation  was  made  just  as 
the  previous  one  and  under  the  same  antiseptic  precautions. 
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The  capsule  was  found  very  tough.  The  lens  came  out  on 
pressure,  and  the  vitreous  presented  itself  immediately  after, 
but  none  came  out  of  the  incision. 

October  27.  All  well.  Eye  washed  with  boric  acid  solu- 
tion.   No  swelling  or  pain. 

October  29.  Eye  did  well  until  I  A.  M.,  when  very  severe 
pain  set  in,  extending  up  into  the  head.  The  bandage  was  re- 
moved and  applications  of  warm  water  made  over  the  eye. 
When  I  saw  him  the  pain  was  not  so  severe,  but  pupil  was 
dilated,  anterior  chamber  reduced,  with  a  considerable  hsem- 
morrhage  therein,  and  tension  -f-  3.  Otherwise  eye  looked 
well. 

The  case  of  Mrs.  G.  coming  immediately  to  my  mind,  I  de- 
termined to  make  an  iridectomy  as  soon  as  possible,  and  as 
the  blood  in  the  anterior  chamber  was  so  much  less  than  in 
her  case,  I  felt  I  could  do  it  in  a  day  or  two  after  the  use  of 
eserine.  So  on  the  second  day  after  the  instillation  of  a  2  gr. 
selution  of  eserine,  finding  the  hyperaemia  gone,  I  operated. 
The  eye  then  gave  very  little  trouble;  tension  reduced  to  nor- 
mal and  cure  took  place.  After  the  eye  was  well  the  posterior 
capsule,  which  had  become  opaque,  was  drawn  out  with  the 
hook. 

On  January  21,  1889,  his  vision  was  with  +9  D-  3  +  3-5 
D.  cyl.  165'  6  l/„,  and  +  13  D.  3  +  3-5  D-  cyl.  165'.  He 
read  1.05 — . 

Fortunately,  in  this  case  the  anterior  chamber  was  not  so 
shallow  as  to  prevent  an  iridectomy  at  an  early  day,  the  per- 
forming of  which  I  am  sure  saved  the  eye  from  loss. 

Another  interesting  case, although  not  reaching  the  fulminat- 
ing form  of  those  previously  mentioned,  but  of  well-marked 
symptoms  of  acute  glaucoma,  came  before  me  in  a  hospital 
patient  this  year.  Mrs.  McG.,  aet.  58  years,  well  developed, 
rather  stout  and  in  good  health.  Right  eye  cataract — has 
been  coming  for  the  past  three  years.  Position  and  projec- 
tion perfect.  Left  eye,  incipient  cataract.  Right  eye  extrac- 
tion ;  upper  iridectomy  and  lens  removed  on  pressure  without 
any  mishap.    Eye  did  remarkably  well  with  excellent  vision 
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until  the  ninth  day,  when  a  sharp  pain  suddenly  set  in  in  the 
eye  and  head;  vision  became  dimmed.  I  saw  her,  soon  after 
the  attack  and  found  the  pupil  somewhat  dilated  and  iris 
pushed  forward  toward  the  cornea,  with  ball  very  hard.  Ten- 
sion +  3.  Fserine  solution,  gr.  4  Si,  was  instilled  at  once,  and 
a  2  gr.  solution  that  evening  and  next  day,  when  iridectomy 
was  made.  The  pain  was  relieved  on  the  instillation  of  the 
eserine  and  tension  began  to  recede,  but  fearing  a  return  on 
discontinuing  the  use  of  the  eserine,  the  operation  was  per- 
formed. 

Fourteen  days  after  the  last  operation  she  was  discharged 
with  a  good  eye  and  vision  -\-  IO  D.  =  6/xvm. 

In  these  three  cases  atropia  gr.  2  5j,  was  instilled  once  only 
and  then  immediately  after  the  operation.  I  have  for  a  long 
while  made  it  a  rule  to  use  the  mydriatic  at  this  time  so  as  to 
remove  the  likelihood  of  the  iris  falling  back  into  the  incision 
in  any  way.  In  looking  over  the  literature  in  relation  to  the 
development  of  glaucoma  after  the  extraction  of  cataract  with 
iridectomy,  I  am  surprised  to  find  so  little  in  relation  to  it. 

Bowman  appears  to  be  the  first  to  call  attention  to  it,  for 
in  the  London  Ophthalmic  Hospital  Reports,  Vol.  v,  p.  1,  he 
recites  two  cases  in  which  there  was  great  increase  of  tension 
after  extraction  of  the  lens  and  iridectomy.  He  says  that  it 
appeared  to  arise  from  an  irritable  condition  of  the  nerves  of 
secretion  passing  over  into  a  paralytic  state.  Carter  is  the 
next  to  write  of  the  glaucomatous  condition  which  may  arise 
after  extraction  with  iridectomy,  and  recommends  the  incision 
of  the  posterior  capsule. 

These  two  are  the  only  writers  that  I  have  seen  so  far  who 
mentioned  the  occurrence  of  this  condition,  and  in  an  experi- 
ence of  twenty-five  years  with  large  hospital  service,  these  few 
cases  are  the  only  ones  which  have  come  to  my  notice.  I 
have  had  many  cases  of  iritis  in  different  forms  and  at  times 
subsequent  to  the  operation  of  extraction,  but  never  any  de- 
veloping of  the  marked  glaucomatous  symptoms  and  appear- 
ances as  here  related. 

I  regret  exceedingly  my  inability  to  have  been  able  to 
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make  the  second  iridectomy  at  an  early  date  in  the  first  case 
described,  /or  I  really  think  that  then  the  vision  could  have 
been  saved ;  but  when  the  chance  came,  it  was  too  late,  the 
eye  having  suffered  already  too  severely  from  the  glaucomat- 
ous process. 

The  question  would  naturally  arise,  What  could  have  been 
the  cause  of  the  sudden  attack  of  glaucoma  in  such  an  aggra- 
vated form  in  these  cases  ?  Priestly  Smith,  who  has  studied 
the  pathology  of  glaucoma  very  thoroughly,  after  considera- 
tion of  the  ideas  of  all  the  other  writers,  claims  that  an  insuffi- 
cient circumlental  space  predisposes  the  eye  to  glaucoma,  and 
this  insufficiency  may  depend  upon:  I,  the  increasing  size  oj 
the  lens  which  comes  with  advancing  years  (just  here  the 
query  would  come  in,  does  not  the  eyeball  reach  its  full 
growth  and  the  lens  its  full  size  by  25  or  30  years  of  age?);  2 
subnormal  size  of  ball  or  of  the  ciliary  zone,  depending  possi- 
bly on  sensile  contraction  (I  would  remark  also  here  that 
most  cases  I  have  seen  have  been  with  full  round  eyes,  and 
how  about  cases  in  young  persons  and  children,  that  occasion- 
ally occur?)  3,  from  the  excessive  size  or  prominence  of  the 
ciliary  processes,  which  may  be  present  at  any  time  of  life. 

Among  the  exciting  causes  of  primary  glaucoma  is  conges- 
tion of  the  uveal  tract  which  involves  enlargement  of  the  cili- 
ary processes,  which  leads  to  compression  of  the  infiltration 
angle.  This  may  arise,  as  suggested  by  Bowman  years  ago, 
in  a  sudden  paralytic  action  of  the  nerves  of  secretion  causing 
an  interference  in  the  circulation,  creating  a  morbid  process 
in  the  ciliary  processes  throwing  out  an  undue  secretion  into 
the  vitreous,  too  rapid  to  pass  from  the  vitreous  into  the  aque- 
ous chamber.  Being  thus  impeded  in  the  filtration  process,  a 
filling  of  the  vitreous  chamber  takes  place  and  a  pressing  for- 
ward occurs.  This  is  seen  by  the  advancement  of  the  lens 
and  iris  toward  the  cornea  accompanying  the  increase  of  ten- 
sion. In  the  case  above  described  there  was  no  insufficiency 
of  circumlental  space,  as  the  lenses  had  been  removed,  but  the 
posterior  capsules  remained  intact  attached  to  the  zone  of 
Zain,  making  a  curtain,  as  'it  were,  in  front  of  the  vitreous, 


9 


Selections.  '^03 

which  perhaps  interfered  with  the  free  infiltration  between  the 
chambers.  The  escape  of  the  fluid  being  retarded,  the  intra- 
ocular pressure  naturally  rises,  the  circulation  in  the  ciliary 
processes  becomes  obstructed,  swelling  of  the  tissue  takes 
place  and  an  unusual  condition  of  vascularity  occurs;  and  in 
some  cases  haemorrhage  may  emanate  from  an  atheromatous 
condition. 

It  must  be  remembered  that  a  single  iridectomy  in  a  glau- 
comatous eye  does  not  always  relieve  it  from  the  danger  of  a 
recurrence  at  some  future  day,  and  that  another  iridectomy 
would  be  necessary  to  save  the  eye. 

I  feel  that  more  of  such  attacks  of  glaucoma  after  cataract 
extraction  occur  than  we  are  aware  of ;  that  they  have  been 
overlooked,  because  not  expected,  and  when  developing  have 
been  classed  as  iritis. 

In  all  cases  of  extraction  of  cataract,  where  there  is  a  sudden 
interference  in  the  regular  and  smooth  course  of  healing,  a 
careful  examination  of  the  tension  should  be  made  daily,  and 
when  any  increase  is  found,  instillation  of  eserine  be  made, 
and  then,  like  Carter,  I  would  recommend  the  rupture  of  the 
posterior  capsule,  preceded  or  accompanied,  as  the  case  may 
be,  in  many  instances  by  an  iridectomy. — Jour.  Amer.  Med. 
Assn. 
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At  the  twenty-fifth  annual  meeting  of  the  Society,  held  at 
Pequot  House,  New  London,  July  17,  and  18,  1889,  the  follow- 
ing candidates  for  membership  were  nominated*and  referred 
to  the  Committee  on  Membership : 

Dr.  W.  Mcllwaine,  Trenton,  N.  J.  Proposed  by  Drs.  G.  C. 
Harlan  and  C.  J.  Kipp.  , 

Dr.  B.  J.  Baldwin,  Montgomery,  Ala.  Proposed  by  Drs.  J. 
B.  Emerson  and  D.  Webster. 

Dr.  A.  E.  Ewing,  St.  Louis,  Mo.  Proposed  by  Drs.  John 
Green  and  M.  H.  Post. 

Dr.  Neil  J.  Hepburn,  New  York.  Proposed  by  Drs.  O.  D. 
Pomeroy  and  D.  Webster. 

Dr.  Geo.  Friebis,  Philadelphia.  Proposed  by  Drs.  Wm. 
Thomson  and  H.  F.  Hansell. 

Dr.  Chas.  M.  Culver,  Albany,  N.  Y.  Proposed  by  Drs.  C.  S  . 
Bull  and  E.  Jackson. 

The  names  of  the  following  candidates  were  referred  to  the 
Committee  on  Membership  for  the  next  year: 

Dr.  Harlan  P.  Allen,  Columbus,  Ohio.  Proposed  by  Drs.T. 
R.  Pooley  and  Robert  Sattler. 

Dr.  Richmond  Lennox,  Brooklyn,  N.  Y.  Proposed  by  Drs. 
W.  S.  Dennett  and  A.  Mathewson. 

Dr.  Frank  Nodine,  Cleveland,  Ohio.  Proposed  by  Drs.  W. 
F.  Mittendorf  and  D.  Webster. 
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Dr.  Frank  W.  Ring,  New  York.  Proposed  by  Drs.  D. 
Webster  and  J.  B.  Emerson. 

Dr.  J.  M.  Ray,  Louisville,  Ky.  Proposed  by  Drs.  D.Webster 
and  J.  B.  Emerson. 

Dr.  E.  G.  Clark,  Columbus,  Ohio.  Proposed  by  Drs.  G.  C. 
Harlan  and  W.  S.  Little. 

By  a  vote  of  the  Society,  in  1882,  letters  setting  forth  the 
claims  of  each  candidate  to  membership  should  be  furnished 
by  both  the  proposer  and  the  seconder. 

At  the  meeting  of  the  Society  in  1887  the  following  stand- 
ing rule  was  adopted : 

The  report  of  the  Committe  on  Membership  and  the  elec- 
tion of  members  shall  be  the  business  of  the  last  session  of  the 
first  day  of  the  annual  meeting. 

The  following  resolution  was  adopted  at  the  meeting  in 
1887: 

Resolved:  That  a  public  announcement  by  a  sign  of  a 
specialty  with  which  a  member  is  identified  is  hereby  declared 
to  be  in  violation  of  the  third  section  of  the  constitution. 

Committee  on  Membership. 

Dr.  John  Green,  Chairman, 

2670  Washington  Ave.,  St.  Louis,  Mo.; 
Dr.  C.  S.  Bull; 
Dr.  Arthur  Mathewson; 
Dr.  Samuel  Theobald; 
Dr.  W.  H.  Carmalt. 


Dear  SiR: — The  twenty-sixth  annual  meeting  of  the  Amer- 
ican Opthatmological  Society  will  be  held  this  year  on  Wed- 
nesday and  Thursday,  the  16,  and  17,  of  July,  at  the  Hotel 
Kaaterskill,  Catskill  Monntains.  Hotel  Kaaterskill  may  be 
reached  by  the  West  Shore  R.  R.,  either  via  Ulster  &  Del.  R. 


S.  B.  St.  John,  Secretary. 


Hartford,  43  Pratt  St., 
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R.  (leaving  West  Shore  R.  R.  at  Kingston),  or  via  Catskill 
Mountain  R.  R.  to  Palenville,  and  thence  by  stage.  For  latter 
route  leave  West  Shore  R.  R.  at  Catskill.  The  rates  for  mem- 
bers and  their  families  are  $3.00  per  day. 

With  the  view  of  securing  an  interesting  discussion  of  pa- 
pers presented  at  the  meeting,  the  Secretary  has  been  re- 
quested to  ascertain  the  titles  of  all  papers  which  may  be  of- 
fered ;  these  titles  will  be  incorporated  in  the  formal  call  for 
the  meeting,  and  will  take  precedence  on  the  bulletin  over  all 
other  papers. 

In  order  that  suitable  accommodations  may  be  secured  for 
all  members  of  the  Society,  will  you  please  notify  the  Secre- 
tary before  July  1st,  whether  or  not  it  is  your  intention  to  be 
present  at  the  meeting,  and  if  you  will  be  accompanied  by  any 
member  of  yonr  family.    Yours  very  truly, 

S.  B.  St.  John,  Secretary. 


THE  AMERICAN  JOURNAL.  Of 


ON    INTRAOCULAR    SYRINGING    IN  CATARACT 
EXTRACTION  WITH  A  REPORT  OF 
FIFTY-THREE  OPERATIONS. 


BY  J.    A.  L1PPINCOTT,    M.D  ,    PITTSBURGH,  PA. 


Read  at  the  Meeting  of  the  Pennsylvania  Stale  Medical  Society  in  Pittsburgh, 

June  i  r,  1S90. 

The  history  of  medicine  in  all  its  departments  thoroughly 
illustrates  the  war  incessantly  waged  between  the  progressive 
and  the  conservative  elements  in  human  nature.  In  our  nine- 
teenth century,  especially  its  latter  half,  laissez-faire  appears 
to  be  at  a  discount.  "Forgetting  the  things  that  are  behind, 
we  reach  forward"  with  almost  feverish  avidity  after  a  more 
refined  diagnosis,  more  satisfactory  therapeutics,  and  more  ef- 
ficient methods  in  surgery. 

In  the  domain  of  ophthalmic  surgery  we  observe  the  same 
unrest,  the  same  stirring  up  of  the  dry  bones,  the  same  fear- 
less discussion  of  principles  once  supposed  to  be  forever  set- 
tled by  the  authority  of  great  names  ;  Nullius  addictus  jurare 
in  verba  magistri.  For  example,  it  was  long  considered  that 
in  the  method  of  operating  for  cataract  proposed  by  the  im- 
mortal von  Graefe  high  watermark  had  been  reached  ;  but  the 
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method  has  been  since  so  greatly  modified  that  the  father  of 
the  Graefe  operation  would  not  recognize  his  own  child. 
Even  the  iridectomy  has  been  attacked,  and  its  necessity 
questioned  by  some  of  the  most  eminent  operators,  and  a  gen- 
eral return  to  the  simple  operation,  as  it  is  called,  confidently 
predicted.  It  is  not  the  purpose  of  the  writer  of  this  paper 
to  enter  into  the  merits  of  the  iridectomy  question,  which  may 
for  the  present  be  regarded  as  sub  judice.  He  will  content 
himself  with  saying  that,  while  the  statistics  presented  by  De 
Wecker,  Knapp,  and  other  advocates  of  the  simple  operation 
would  be  difficult  to  improve  upon,  he  scarcely  feels  justified 
in  abandoning  a  method  which  seems  to  him  to  be  founded  on 
reason  and  approved  by  experience. 

The  most  important  innovation  introduced  within  recent 
years  into  the  operation  for  the  extraction  of  cataract  is  the 
injection  of  fluids  into  the  anterior  chamber  after  the  expul- 
sion of  the  lens.  This  procedure  was  instituted,  or  rather  re- 
introduced1 in  1884  by  McKeown,  of  Belfast,  but  was  almost 
simultaneously  practised  by  Wicherkiewicz,  and  was  soon 
taken  up  by  Panas,  DeWecker,  Knapp,  Grand-Clement, 
Khodine,  Chodin,  Lee,  Bell  and  others.  Up  to  the  present 
time  McKeown's  following  is  not  extensive,  a  fact  which  is 
not  surprising  when  we  consider  the  novelty  and  the  appar- 
ently formidable  nature  of  the  method  inaugurated  by  him. 

I  began  to  syringe  out  cortical  remains  October  17,  1888, 
from  which  date  to  June  4,  1890,  I  have  made  57  extractions, 
using  the  syringe  in  all  but  four  cases,  being  prevented  from 
using  it  in  these  by  rupture  of  the  zonule  either  before  or  co- 
incidently  with  the  escape  of  the  nucleus,  attended  with  loss 
or  threatened  loss  of  vitreous.  Of  the  57  operations  4  were 
made  so  recently  that  1  cannot  report  the  visual  results  beyond 
saying  that  they  are  all  successful. 

The  remaining  53  cases,  including,  to  complete  the  record 
3  cases  in  which  irrigation  was  not  employed,  are  presented 
in  tabulated  form. 

'Magnus  in  v.  Greafe's  Archiv  t.  Ophth.  xxxiv,  2  s.  167  . 
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In  all  of  the  cases  a  preliminary  iridectomy  had  been 
made.  The  size  of  the  iridectomy  varied  from  a  generous 
coloboma  when  the  pupil  was  rigid,  to  an  approximately  pure 
sphincterectomy  when  the  pupil  was  freely  dilatable. 

Mode  of  operating. — The  instruments,  after  careful  cleans- 
ing, were  allowed  to  remain  in  absolute  alcohol  during  co- 
cainization  of  the  eye,  which  consumed  from  fifteen  to  twenty 
minutes.  During  the  same  time  an  adequate  supply  of  boric 
acid  solution,  '  .,  of  i%,  made  with  distilled  water  and  then 
boiled  and  filtered,  was  warmed,  and  a  portion  placed  in  a 
large  Graefe's  undine  by  means  of  which  the  eye  and  its  en- 
vironment were  long  and  thoroughly  flushed,  the  patient  be- 
ing at  the  time  encouraged  to  keep  opening  and  shutting  the 
lids  and  rolling  the  eyeball,  so  that  the  retrotarsal  folds  were 
pretty  completely  cleansed.  During  the  cleansing  process 
the  instruments  were  transferred  from  the  alcohol  to  a  vessel 
containing  some  of  the  boric  solution. 

The  lid  speculum  was  now  applied;  and  with  a  Graefe 
knife  a  large  incision  was  made  at  the  corneal  margin  (usually 
the  lower)  but  entirely  in  corneal  tissue.  The  laceration  of 
the  capsule  was  made  in  the  shape  of  an  inverted  T  with  its 
horizontal  portion  near  the  lower  margin  of  the  lens.  Imme- 
diately after  the  corneal  incision,  and  again  after  the  capsul- 
otomy,  the  eyeball  was  freely  irrigated  with  the  boric  solution. 
In  case  of  haemorrhage  further  steps  were  delayed  until  that 
was  checked  ;  and,  in  the  few  cases  in  which  blood  entered 
the  anterior  chamber,  it  was  removed  as  thoroughly  as  possi- 
ble by  means  of  the  syringe  either  before  or  after  the  capsul- 
otomy.  The  speculum  was  now  removed  and  the  lids  gently 
wiped  dry.  The  upper  lid  was  then  drawn  slightly  upward 
with  the  thumb,  the  latter  being  so  applied  that  its  lateral 
edge  near  the  tip  rested  securely  on  the  edge  of  the  lid. 
Pressure  being  now  made  (through  the  lid)  the  lens  was,  as  a 
rule,  easily  expelled.  Counter-pressure  on  the  lower  lip  of 
the  wound  was,  however,  sometimes  made  either  directly  with 
the  tortoise-shell  spoon,  or  with  the  index  finger  of  the  other 
hand  through  the  medium  of  the  inferior  tarsal  cartilage. 
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After  giving  the  patient  a  moment's  rest,  the  syringe  nozzle 
was  then  introduced,  and  a  larger  or  smaller  quantity  of  the 
boric  solution  was  allowed  to  run  in  and  out  again,  the  nozzle 
being  meanwhile  moved  gently  from  one  end  of  the  incision 
to  the  other.  In  general  the  anterior  chamber  was  thus  rap- 
idly cleared;  but  in  some  cases  in  which  small  masses  clung 
tenaciously  to  the  pupil  edges,  the  point  of  the  nozzle  was 
pushed  on  until  actual  contact,  aided  by  the  continuous  flow, 
dislodged  the  mass  and  drove  it  out  of  the  chamber.  Two  or 
three  drachms  of  the  solution  generally  sufficed,  but  not  in- 
frequently an  ounce  was  used,  and  in  a  few  cases  two  ounces 
or  more.  In  no  case  was  there  any  manipulation  of  the  cor- 
nea after  the  escape  of  the  nucleus,  and  in  no  case  was  any 
instrument  such  as  the  tortoise-shell  scoop  permitted  to  touch 
the  corneal  surface  for  any  purpose.  After  having  examined 
the  wound  to  see  that  no  portion  of  iris  or  remnant  of  capsule 
had  insinuated  itself  between  the  lips,  the  eye  was  again 
flushed  with  the  solution,  a  drop  of  atropine  instilled,  and  a 
cheese-cloth  pressure  bandage  applied. 

In  cases  in  which  the  lens  was  clearly  milky,  or  in  which 
the  suspensory  ligament  was  suspected  to  be  weak,  or  the  vit- 
reous to  be  fluid,  the  lid  speculum  was  removed  before  the  in- 
troduction of  the  cystotome.  The  advantages  of  this  precau- 
tion were  illustrated  in  several  of  the  cases.  Almost  without 
exception  the  operation  was  performed  by  the  searching  light 
supplied  by  a  portable  electric  lamp  furnished  with  a  condens- 
ing lens.  In  this  manner  the  presence  of  cortical  remains  can 
probably  be  detected  better  than  by  any  other  means — cer- 
tainly better  than  by  the  best  daylight.  The  operation  was 
always  performed  in  the  recumbent  position — when  feasible  on 
the  bed  which  the  patient  was  to  occupy — otherwise  on  an 
operating  table  from  which  the  patient  was  lifted  to  the  bed  by 
means  of  a  sheet.  The  recumbent  position  was  maintained  for 
five  or  six  days,  permission  being  given  to  lie  on  the  side  not 
operated  upon  within  an  hour  or  two  after  the  operation.  The 
bandage  was  left  undisturbed  for  three  or  four  days  unless 
there  was  some  discomfort,  which  was  rare.    On  the  fifth  or 
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sixth  day  the  bandage  was  finally  removed  and  a  hollow  eye- 
shade  similar  to  that  described  by  Dr.  Gifford  in  the  January 
number  of  the  Arch,  of  OphtJial.,  and  which  I  have  used  for 
many  years,  substituted.  When  the  healing  process  was  slow 
the  pressure  bandage  was  retained  until  the  wound  was 
united. 

The  essential  particulars  of  each  case  are  presented  in  the 
following  table: 
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No.—  Age.\Quality  of  Cat-  Operation.  — Incidents.  —  Course1 

Sex.      I   aract.—Func-      of  Healing  Process. — Du-         Resulting  Vision. 
Health.   \    tional  Exam-,         ration  of  Treatment, 
ination. 


i    72    F.  Glaucomatous.  Oct.  17.  '88.    Cortical  abundant.  Dec.  13 


Fair. 


55  F. 
Good. 


3   67  F. 
Good. 


72  M. 
iiood  . 
Family 
history 
of  men 
tal  de- 
range - 
ment. 
66  r. 
Feeble 

72  F. 
Good. 

64  F. 
Feeble 
Decid- 
ed men 
tal  heb 
etude. 

58  M. 

Iiood. 


Previous  iri-  Easily  removed  with  a  comptc 
dectomy;  lim-  gouttes  armed  with  curved  sil- 
ited  visual  ver  nozzle.  Air  bubble  entered 
field.  chamber  and  removed  by  con- 

tinuing irrigation.    16  days. 
Hard.    Mature.  Oct.  23,  '88.    Irrigation  by  means  Feb.  12,  'So,.  +i2-j-ic 


-f  10  D. 
S.^'^/so  M  e  d  i  a 
clear.  Well-marked 
cupping  of  disc. 


Normal. 


of  pipette  used  in  Case  No.  I 
Smooth.    12  days. 


Hor.  S.=M/« 
13.  '9°-  -rI2= 


Feb. 

»/*>. 


Oct.  25,  '88.  Smooth. 


1 1   days.  Jan.  1 1,  'S9. 

2-5C  1 8°. 


Nov  15,  '8s.  Ant.  chamber  irri-  March  4,  '89. 
gated  with  specially  devised  :-.=20/20 — 
syringe.  28  hours  after  opera- 
tion, patient  discovered  walking 
about  hospital  with  bandages 
off.  Delirious  for  24  hours 
Smooth.    12  days. 


+5-5+ 
S.=% 

-nD. 


Hard.  Mature.  Dec.  12,  '88.  Cornea  flabby  and 
Projection  not  wrinkled  after  incision.  Smooth, 
very  good.  10  days. 

Hard.  Hyper-  Dec.  14,  '8S.  Much  cortical 
mature,   nor-     syringed  out.  Smooth.  1 1  days. 


9    5-  M 
Good. 


mal. 
Hard.  Mature 
Apparen  tly 
normal. 


Hard.  Mature. 
Normal. 


Feb.  15,  '89.  After  irrigation 
(ormed.  Capsule  quite  opaque. 
April  24, '89.  Removed  opaque 
capsule  through  a  small  corneal 
incision.    19  days. 


Jan.  4,  '88.    -i-gD.  S. 

=2%o  Media  clear. 

Optic  nerve  atrophic 
March  3.  '89.  -f-II-H 

1.5c  Hor.  S^-^/so 

Soon  after  operation 
about  9"/20o  June  5, 
'S9.  (after  secondary 
operation)  with  +10 
4-  1.5c  Hor.  S=50/4» 


March  I,  '89.    Smooth.  10  days.: 


March  26, '89.    -J- 12.5 

S— »/so 


March  I,  '89.  Syringe  brought.- 
out  considerable  quantity  of 
soft  cortex.  Smooth,  ioda.s. 
May  11,  '90  States  that  eight 
months  alter  operation  received 
a  violent  blow  on  eye.  Since 
which  sight  poor. 


==*°/ioo  No  glass 
helps.  Media  clear. 
Large  staph,  post. 
Says  that  up  to  ac- 
cident he  "could 
read  a  newspaper 
through  without 
glasses  even  by 
lamplight." 

62    F.  Hard.    Hyper- March  15, '89.  Smooth.   12  days.  May  25,  '89.    -  20.  S. 

=*/ioo  Media  clear. 
Disc  atrophied. 
Sept.  3,  '89.  S.= 

lo/200 

March  15,  '89  Smooth.  21  days.  May  22,  '89.    + 12  D. 

S.=»/» 


Feeble 


67 
«"air. 


Complicated/ 
Partly  tran-- 
parent;always 
near -sighted. 
Normal. 


mature.  Pro- 
jection poor. 


Hard.  Mature. 
Normal. 


Syringing  in  Cataract  Extractions. 
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Ko.  —  Age.  Quality  of  Cat- 


Sex, 
ffea.t/i. 


ar  act.-- Func- 
tional Exam 
ination. 


Operation.  —  hidden  Is.  —  Course 
of  Healing  Process. — Dura- 
tion of  Treatment. 


Remltin  *  Vision. 


12    64  F. 

Good. 


14 


16 


18 


19 


Hard.    Mature.  April  2,  '89.    Considerable  cor'i- 
Normal.  cal  remain?.  Small  masses  >.  er- 

sistently  adhere  10  pupil  mar- 
gins and  detached  by  touching 
with  syringe  nozzle.  Smooth 
14  days. 


71  F. 

Good. 

70  M. 
Good. 


Hard.     Hyper-  May  6,  'S9 
mature.  Nor- 
mal. 

Hard.    Mature.  May  9,  '89 
Normal. 


Smooth.    14  days. 


Smooth.  Patient  be- 
came delirious  12  hours  after 
operation,  and  remained  so 
about  24  hours.    16  days. 


May  23,  '89.  With 
+11+1.505°.  S.= 
!%o —  March  6  '90. 
Cannot  see  so  well, 
lias  been  very  ill  lor 
several  weeks.  S-= 
-0/ 100.  Slight  opacity 
of  capsule.  Discis- 
sion. May  14,  '90. 
+10+1  5c  1  'Or.  S. 
=20/jd  Slight  opaci- 
ty of  capsule  re- 
mains. 

June  20,  '89.  +9+ 
3c80,S=«74o.  Cap- 
sule opaque. 

July  7,  '89.  +10.5. 

s.=»/» 


July  I,  '89.  -r 
20/,so  Some 
of  capsule. 


38  M.  Soft.  Traumatic.  May  to, '89.  Iritomy  with  De 
Extensive  ant  I  Wecker's  scissors.  Soft  "tens 
synechia.  ti.-sue  removed  with  syringe. 

65  F.  Hard.  Mature.  July  9,  'S9.  Smooth,  iodays.  Jan. 
Fair.  Normal.  (Oth-  S 
er  eye  enucle- 
ated after  cat- 
aract opera- 
tion by  anoth- 
er surgeon.) 

22  M.  Soft,  llyperma-  Oct.  2,  'S9.  Nucleus  smnll,  most  Ap  il  2.  90. 
Good.  1    ture.     Good,     of  lens  remaining  in  ant  cham-j    S.— 20/co 

ber  before  irrigation. 
74    F.  Cataract  lactea.  Oct.  6,  '89.     Lens-matter  likeiNov.  12,  '?9. 
Good.     Good.  1    whey.  Small  nucleus.   Smooth.!  S.=;20/:i0 

16  days. 


11.  S=. 
opacity 


9,  '90.    +11  D. 


10D. 


+  10  D. 


84  M. I Hard.  Mature.  Oct.  9, '89. 
Good-  Normal. 


Smooth,  iodays. 


Nov.  26,  '89.    +11  + 
2  c,  1 70°.  S.=20/2„ 


60  M. 

Good. 


49  M. 
Good. 


Fundus     reflex  Oct.    12,   '80.     After  expulsion  Nov.  16,  '89.  +II.+ 
good  through     leas  remarkably  transparent  at     2.25c     Hor.  S.= 
periphery. S=     margins.     Clear     lens-matter  20/2u — 
2/i(ni.    Projec-     easdy   syringed  out.  Smooth. 
Hon    normal      10  days. 

R.  E.  Soft.  Ma- Dec.  3, '89.     Cortical  abundant  Dec.  30,  '89.  +5.+ 
ture.  Normal.     Syringed  more  than  2  ounces     3.C    Hor.    S.—  W/-M 
boric  solution   into  chamber.}    A  ril  26,  '90.  +6. 
Smooth.    1 1  days.  +I.25C    62°.  S.= 

27*.+ 
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jVo.  —  Age. Quality  of  Cat-  Operation.  — Incidents.  —  Course 
Sex.         aract.—  bunc-     of  Heading  Process. — Cura- 


Hcalthr 


Resulting  Vision. 


tional  Exam- 
ination. 


ttou  of  Treatment. 


56  M.  Hard.  Mature. 
Feeble  Normal.  Oth- 
er eye  remov- 
ed for  irido- 
cyclitis after 
cataract  ex- 
tra c  lion  by 
another  opei-j 
ator. 

50  F.  R.  E.  Soft.  Ma-  Dec  9,  '89.  Smooth.  12  days 
Good.      ture.  Normal.! 


Dec.  6, '89.    Operation  clean  and  Jan.  9,  '90.     — 6  i- 
satisfactory.    Night  of  8th  day,     2c    Hor.  S.=^°/ji> 
struck  his  e\e   dining  sleep.     April  17. 90.  +7-4 
Mild   attack  of    ititis  which     .5c  Vert.  S.=so/Jo — 
n  ielded  to  treatment  in  a  few 
days.    1 5  days. 


Jan.  n,  '90.  -f-l»+ 
2.5c  Hor.  S  =M/t(> 
— .  April  8, '90  Dis- 
cission of  capsule. 
May  26,  '90.  —II  — 
2c  Hor.  S.=30/so 
April  2.  '90. 

2.CI380.  &=*/»— 
April  23.  '90.  — 8.  S. 


24  70    F  [Hard.    Miture.  Dec.  12, '89.    Smooth.  9  days, 
Feeble  Nnormal. 

25  54    F.  Soft.  Hyperma- 
Good.     ture.  Normal. 


26  71   M.  Hard.  Hyper- 
Good,      mature.  Nor- 
mal. 

27  65    F.  Hard.  Mature. 
Good.  Normal. 

28  55  M.j       »  " 
Good 

29  53  M.  Completely 
Oood.      fluid.  Good. 


30    56  M.  toft.  Mature. 
Good.     Not  tested. 


31  56    F.  Hard.  Mature. 
Feeble  Normal. 

32  48  M.  Soft.  Mature. 
Good 


Dec.  16, 'S9.  Capsule  very  opaq  e 
except    small     point  below. 
Smooth.   17  days. 
Dec.  16,  '89.    Smooth.    S  days.  March  13,  '90 
May  10,  '90.  Ophihalmosc.  ex- 
amination negative.    Says  he 
'"can  see  better  than  ever."  . 
Dtc.  20,  'S9.    Smooth.    13  days. 


i.c  Hor.  S.=»/m4- 
May  10,  '90.  Media 
absolutely  clear. 
Feb.  28,  '90.—  9.—2C, 


Dec.  21, '89.    Smooth.     12  days. 

Ian  1,  '90.  On  using  cyst  tome 
liquid  lens-matter  gushed  out 
fdlowed  by  vitreou*  which  was 
also  fluid.  Syringe  not  used 
Healing  slow.    23  days. 

Jan.  1,  '90.  Operation  salisf  c- 
factoiy.  Iritis  9th  day  from 
exposure  to  a  cold  daught.  Re- 
covery in  12  days.  Jan.  25,  '90. 
Ano  her  attack  from  same  cause 
Recovery  in  two  weeks.  For 
safety,  retained  in  hospital  till 
54th  day.    No  synechia?. 

Jan.  i, '90.    Smooth.   12  days. 

Jan.  4,  '90.  Operation  satisfac- 
tory. Jan.  5,  28  hours  alter 
operation,  found  patient  with 
bandage  off.  Eyes  re-bandaged. 
'1  wo  hours  later,  patient  again 
removed  bandage,  siole  out  ol 
hospital,  and  went  t.>  his  home, 
four  miles  away,  walking  much 
of  the  distance.    1  day. 


.78° 


March  31,  '90.  —10. 

S.=  /20- 

Match  1 '90.  —8.5- 
2.c  80".  $.=*>!«> 


March  iS,  "90.  4-9.4- 
1.75c  Hor.  S.=w/«o 
4-.  Media  clear. 
Nerve  decidedly 
atrophic.  1'upil  free. 


April  3,  "90.    - -12.- 
ic  Hor.  S.^"7» 

Ai  ril  23,  '90.  -r-ll- 
ic  Ycrt.  S.=*y 


Syringing  in  Cataract  Extraction*. 
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No.  —  Age.  '  Quality  of  Cat-  Operation.  — Incidents.  — Co ?erse\. 

Sex.         aract.—Func-     of  Healing  Process. — Dura-       Resulting  Vision. 
Health.       tional  Exam-  tion  of  Treatment, 

i  nation. 


Feb.  ii,  '90.  Nucleus  5  mm.  Feb.  24,  '90.  +8.D. 
in  diameter.  Cortex  li  ^uid.  S.=20/2n<>  Capsule 
Smooth.    9  days.  clear.  Floating 

opacities  in  vitreou^. 

Feb.  22,  '90.  Vitreous  escaped  April  24,  \)0.  — j— .  1 1— j— 
with  lens.  Syringe  not  used.\  ic  Hor.  S.=20/6o 
Smooth.    1 1  days.  Media  transparent. 


Feb.  22,  '90.  Operation  satisfac- 
tory, a  though  patient  was  very 
restless  and  almost  unmanage- 
able.   Smooth.    1 6  days. 

Feb.  28,  '90.    Smooth.    13  days. 


March  31,  '90. 

S.=20/6cr- 


+11. 


April  15. 
ic  Hor. 
May  15, 
1.5c  10° 


'90.  +9+ 

S.=M/30+ 

'90.  +9+ 

S.=»/l5 


53    40    F  Soft.  Hyperma- 
Good.      ture.  Projec- 
tion not  good. 

34  76   M.  Hard.  Hyper- 
Good,      mature.  (7 

years  old.) 
Normal. 

35  74    F.  R.  E.  Hard.; 

Mature.  Nor- 
mal. 

36  54  M.  Soft.  Mature. 
Good.  Normal  Stric- 
ture nasal 
duct  treated 
before  opera'- 
ing  on  catar- 
act. 

37  68  M.  Hard.    Hyper-  March  4,  '90.     Patient  nearly  March  20,  '90.  S.= 
Fair.        mature.  Pro-     completely  deaf  and  of  feeble     Light  perception. 

jection  pi  or.  intelligence,  Eye  ball  rolled 
Other  eye  incessantly.  Still  operation  was 
light  percep-  completed  pretty  satisfactorily, 
tion, extreme-  But  before  the  bandage  was 
ly  feeble.  applied  patient  suddently  and 

violently  snapped  his  eyelid> 
together,  rupturing  capsule  or 
zonula  and  forcing  fluid  vitre- 
o  s  from  the  wound.  Healing 
process,  smooth.    16  days. 

38  38    F.  R.  E.  Soft.  Hy-  March  11,  '90.     Much   cortical  April  26.  90.  +7.5+ 
Good.      permature.  (6     syringed  out.    11  days.  3.5  ;  8°.    S.='w/2o — 

years.)  Nor-j 
mat. 

39  49  M.  L.  E.  Soft.  Ma-  March  26,  '90.     Abundant  corti-  May  9, '90.  +6+2. 25c 
Good.  I    ture.  Normal.'    cal    syringed    out      Smooth. I    1720.  a.=2"/u 

II  days. 


Vitreous  mudd  y. 
Very  small  retinal 
detachment 
and  outward. 


below 


40    61   M.  C  o  m  p  1  i  cated.  March  27,  '90.    Healing  rather 


Good.      Hypermature  slow. 
I    Corneal  opac- 
ities from  old 
ulcers. 


13  nays. 


April  18,  '6o.    +11  + 
3.5c  Hor.  S.=*7«> 


41 


Hard.    Mature.  April  4, '90.  Opaque  capsule  left.  April  24,  '90      |  10+ 
Kormal.  April  9,  mild  attack  of  irriiisi    1.5c  Hor.  S.=m/e,o 

with  no  pain  and  but  slight  May  12,  'go.  +9.5 
congestion.  P.ipH  good  size,  -{  5c  Hor.  S.--=™/<() 
but  small  synechia  .  t  upper 
part. 


■/.  A.  Lippinooit. 


No.  —  Age.  Quality  of  Cat-  Operation.  — Incident-:.  — Course' 

Sex.         aract.—Func-     of  Healing  Process. — Dura-       Resulting  Vision. 
Health.    I    tionalExam-  tion  of '1  reatment. 

i nation. 


42 


58  M.  L.  E.    Opaque  April  6, '90.  L.  E.  Nucleus  small.  June  7,  '90.  -f-12-j-ic 
Feeble     in  centre  but     Syringed  out  large  quantity  of     Hor.  ^.=.'!°j2u 
translucent  in     transparent  cortical.  Smooth, 
in  periphery.     9  days. 
Duration 
many  vears. 
R.  E.  in  :886, 
showed  incip- 
ient cataract 
and  marked 
signs  <>f  old 
choroiditis. 


43 


52  M.  Soft.  Mature.  April  6, '90.  In  using  cystotome  May  1 
Good.      Normal.  this  instrument,  acting  as  al  '.25c 

hook,  tore  off  anterior  capsule'  M/io— 
leaving  it  attached  just  inside 
of  wound.  Nucleus  smad.  Large 
quantity  of  cortical  syringed 
out.  Finally  the  reflected  ant. 
capsule  was  removed  with  iris 
forceps.    Smooth.  9  days. 


90. 
Hor. 


+9+ 
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45 


70  M. 

Good 


6S  F. 
Good. 


Hard.  Partly  April  8,  1890.  Smooth, 
transpare  n  t . 
N  o  change 
for  sever.il 
months.  Nor- 
mal. 


46    64  M. 

Good. 


Hard.  Mature.  April  S,  '90.  Smooth. 
Proj  e  c  t  i  o  n 
poor.  Patient 
greatly  ad- 
dicted to  alco- 
hol. 


9  days.  April  26,  '90.  +10+ 
1.25c  Hor.  S.—20!^ 
— .  Capsule  perfect- 
ly clear.  Several 
small  brownish 
patches  on  retina  in 
raaculai  region. 

11  days.  April  25,  '90.  +10. 

'  S^=*°/tin—  Media 
perfectly  clear.  De- 
cided bluish  atrophy 
of  disc. 


C;.t.  lactea.  Du-  April  1 1,  '90.    The  instant  cysti-  May  5,  '90. 
rat  on  at  least     tome  touched  capsule,  most  ot     -"/20  — 
10  years. Nor-     lens  spurted  out  in  shape  of 
mal.  thin  whey-like  fluid.  Nucleus, 

3  mm.  in  diameter,  retreated 
into  upper  part  of  chamber,  but 
was  slowly  coaxed  down  by 
manipulatiug  upper  lid.  Pupil 
made  jet-black  instantaneously 
by  use  of  syringe.  Smooth.  9 
days. 


Syringing  in  Cataract  Extractions. 
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No. —  Age.\  Quality  of  Cat-  Operation.  — Idcidents.  — Co urse\ 

Sex.         ayact.--Func-\    of  Healing  Process. — Dura-    i    Resulting  Vision. 
Health.    \    t  ion  al  Exam-  tion  of  Treatment, 

ination. 


47 


4S 


60  M. 
Feeble 
Face 
deeply 
furro  w 
ed  and 
cover  - 
edwith 
ecze- 
ma. 

'82  F. 
Very 
feeb  1  e 
inbody 
\mind 


49    61  F. 

Not 
g o  od. 


Hard.    Mature.  April  14,  "90.  Fye  well  in  aweek.  May  12,  '90.  -J-io-f- 
Normal.  Patient  attacked  with  bronchitis     ic  Hor.  S.=20/40-j- 

on  8th  day.    Discharged  cured 
10  days  later. 


perfectly  clear. 
Nerve  markedly  at- 
rophied. 


50    62  F, 
Fair. 


Hard     Mature.  April  16, '90.  Operation  satisfac- May  31, '90.    xlo  D. 
Doubtful.;    toiy  and  everything  favorable     S.=''°/2oo  Media 
Other  eye  no;    till  12th  day,  when  slight  con- 
light  percep-     gestion  appeared  with  a  burn- 
tion.  ing  sensation  but  no  pain.  8 

clays  later  eye  clear  and  pu|  il 
large,  but  a  slight  adhes-ion  at 
upper  pupillary  margin.  20 
days. 

Hard.  Hyper- April  19, '00.  Incision  completed  May  14,  '90  -f-n+ 
mature.  Nor-  with  more  than  usual  care  and  ic  Hor.  S.=l0/2o — 
inal.  without  dragging.    Lens  came 

well  forward.  On  gently  intro- 
ducing c,stitome  lens  retreated 
upwards  a  little.  Tentative, 
expulsive  movements  caused 
vitreous  to  appear  in  wound. 
With  wire  scoop  delivered  cat- 
aract which  was  large  and  very 
hard  and  dark.  Small  bead  of! 
vitreous  escaped.  Syringe  not\ 
used.    15  days. 

Nucleus    and  April  21,  '90.  Sockets  remaikably  May  1 1,  '90  -f8.  S.= 


75  M. 
(jood. 


post,  capsule 
opaque.  Oth- 
e  r  parts  o  f 
lens  translu- 
cent. Condi- 
tion station- 
ary for  years. 
Very  poor 
proj  e  c  t  i  o  n  . 
Eye  always 
strabismic  & 
"weak," 
Hard.  Partly 
iransluc  e  n  t . 
Stati  o  n  a  r  y . 
Good, 


deep.  Patient  greatly  agitated. 
Eye  rolling  constantly.  Lens, 
on  being  expelled,  was  quite 
large  and  quite  translucent  ex- 
cept in  centre  and  at  posterior 
p  le.  Slight  catarrhal  conjunc- 
tivitis in  both  eyes.    8  days. 


"/2CKI-  Lower  half  of 
cap5ule  clear.  Part 
just  above  centre 
opaque.  Floa  ting 
opacities  in  vitreous. 
Large  patch  of  atro- 
phy of  choroid  be- 
low and  to  outer  side 
of  macular  region. 


April  28,  '90.    Lens  on  expulsion  May  26,  '90.  +8+3. 5c 
amber  colored  but  transparent  Hor.; 
in  periphery.    Some  cortex  left 
in  chamber,  easily  and  quickly 
expelled  by  syringing.    8  days. 
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No.  —  Age. 
Sex. 
Health. 

Quality  of  Cat- 
aracts-Func- 
tional Exam- 
ination. 

Operation.  — Incidents.  — Course 
of  Healing  Process. — Dura- 
tion of  Treatment . 

Resulting  Vision. 

52    75  M. 
Good. 

Hard.  Mature 
Good. 

May    12,   '90.      Nuc'eus  dark. 
Unusual   quantity   of  cortical 
syringed  out.    Some  catarrhal 
conjunctivitis.    12  days. 

fune  9,  '90.  —10— 
2c  Hor.  S.=20/6o- 
ard  improving. 
Slight  opacity  of 
capsule,  apparently 
diminishing. 

53    9»  F- 
(jood. 

Hard.  Mature. 
Normal. 

May  27,  '90.    Smooth.    12  days. 

June  9.  '90.  +IO+IG 
Hor.  S.^20/*)  Cap- 
sule slightly  opaque. 
:->ight  improving. 

TABLE  II.— 

SUMMARY    OF    VISUAL  RESULTS. 

1  Case. 

-          -          -  - 

1  " 

1 

-•  - 

-           -            6  Cases. 

*v20-  - 

9  " 

9  " 

9  " 

s  •• 

. 

2  " 

27ioo 

1  Case. 

- 

-           -             2  Cases 

-           -             1  Case. 

,0/200  - 

-                        2  Cases. 

0  - 

1  Case. 

Total 

53  Cases. 

/  E.    Success  in  9S.'/io  per  cent.    Failure  in  1710  per  cent. 
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Reviewing  the  cases  detailed  above  we  may  consider 

A. — Accidents  and  Abnormalities  During  Operation. 

1.  Air  entered  anterior  chamber  in  one  case  (No.  i)  owing 
to  imperfect  instrument.    Result  good. 

2.  Vitreous  escaped  in  four  cases — in  three  (Nos.  29,  34  and 
49)  immediately  after  exit  of  lens,  so  that  the  syringe  was  not 
used.  In  case  No.  29  the  lens,  which  was  wholly  fluid,  gushed 
out  at  touch  of  cystome,  followed  by  vitreous.  In  case  No. 
49  the  lens  was  large  and  nearly  black.  Zonule  ruptured  dur- 
ing corneal  incision,  which  was  made  slowly.  On  attempting 
expulsion  vitreous  presented  in  wound.  Extraction  effected 
easily  with  wire  scoop — followed  by  small  bead  of  vitreous. 
In  case  No.  34  moderate  amount  of  vitreous  followed  lens.  In 
the  fourth  case  (No.  37)  the  patient  was  almost  stone  deaf,  and 
besides,  excessively  restless.  Nevertheless  operation  proceed- 
ed smoothly  until  the  bandage  was  about  to  be  applied,  when 
a  most  violent  orbicular  spasm  ruptured  the  posterior  capsule 
and  forced  out  a  considerable  quantity  of  watery  vitreous,  pro- 
ducing the  only  case  of  failure  in  the  series.  The  three  other 
cases  had  a  good  result. 

3.  Lens  almost  completely  liquid  in  three  cases  (Nos.  18,  33 
and  46),  and  completely  so  in  one  case  (No.  29).  Results  in 
all  good. 

4.  Cataract  more  or  less  translucent  in  five' cases  (Nos.  20, 
42,44,  50  and  51).  Results  in  four  good.  In  one  (No.  50) 
only  moderate,  owing  to  antecedent  disease  of  the  vitreous  and 
fundus.  In  this  case  the  prognosis  was  bad,  although  an  accu- 
rate diagnosis  was  impossible;  but  my  habit  is  to  operate  on  all 
•cases  in  which  there  is  a  hope  (happily  realized  in  this  instance) 
of  even  slightly  ameliorating  the  patient's  condition. 

B. — Complications  During  the  Healing  Process. 

1.  Slow  healing  of  the  wound  in  two  cases  (Nos.  29  and  40). 
In  the  first  there  was  escape  of  vitreous,  preventing  the  use  of 
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the  syringe.  V.—'1  XI/.  In  the  second  the  slow  healing  may- 
have  been  due  to  the  nutrition  of  the  cornea  being  interfered 
with  by  old  ulceration,  which  had  led  to  corneal  opacities. 

V  =-°! 
v  •   /LX- 

2.  Delirium  in  two  cases  (Nos.  4  and  14),  perhaps  from  co- 
caine. One  of  them  (No.  4)  was  eccentric,  and  family  mental 
history  not  good.    Result  2"/xx  and  2%x — . 

3.  Iritis  in  four  cases  (Nos.  22,  30,  41  and  48).  As  this  was 
really  ihe  only  important  complication  observed  during  treat- 
ment, the  cases  may  be  analyzed  in  detail. 

Case  22. — Operation  smooth.  Syringe  used  freely.  Eighth 
day  condition  of  eye  perfect.  That  night  patient  suddenly 
awoke  in  the  act  of  striking  his  eye.  Next  day  pain  and  other 
symptoms  of  iritis  which  subsided  in  a  few  days,  leaving  no 
adhesion.  V.=20/xx — .  The  other  eye  had  been  enucleated 
by  myself  for  irido-cyclitis  following  cataract  extraction  by 
another  surgeon. 

Case  30.  Operation  smooth.  Syringed.  On  ninth  day  eye 
looked  well.  Carelessly  exposed  himself  to  cold  draught 
from  open  window.  Next  day  globe  congested  and  soon  livid 
and  chemosed.  Iritis  subsided  in  12  days.  Several  days  later 
exposure  to  cold  draught  from  a  badly  constructed  door 
brought  on  another,  similar  attack.  Recovery  in  about  two 
weeks.    No  synechias.  V.— *%x+- 

Case  41.  Very  opaque  capsule  left  at  operation.  On  fifth 
day  I  observed  evidences  of  iritis,  but  they  were  so  mild  that 
the  patient  was  unaware  of  anything  being  wrong.  Result, 
small  synechia  above.    Capsule  clear  in  limited  area  below. 

V.   /LX- 

Case  48.  Health  and  mind  feeble  and  functional  examina- 
tion difficult.  Operation  smooth.  Everything  favorable  till 
twelfth  day,  when  slight  congestion  was  noticed.  No  pain,  but 
some  burning  complained  of.  The  iritis  subsided  in  about  a 
week  leaving  a  small  synechia  at  upper  part.  Rest  of  pupil, 
which  was  large,  was  free,  and  capsule,  except  at  point  of  ad- 
hesion, perfectly  transparent.  V.=2%c.  Marked  atrophy  of 
disc. 
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Of  these  four  cases  of  iritis,  two  were  apparently  caused  by 
exposure  to  cold,  and  one  was  due  to  a  blow.  The  remaining 
one  was  doubtless  connected  directly  with  the  operation.  All 
but  one  were  mild,  and  probably  none  had  any  serious  effect 
on  the  resulting  vision. 

In  the  case  in  which  the  operation  failed  there  was  no  in- 
flammatory symptom.  The  wound  healed  promptly  and  kind- 
ly, and  in  a  week  the  eye,  externally,  presented  all  the  appear- 
ances of  a  successful  extraction.  There  was  in  the  whole 
series  no  case  ot  irido-cyclitis  or  of  suppuration,  and,  except- 
ing in  two  of  the  iritis  cases,  no  serious  discomfort  was  com- 
plained of. 

In  view  of  the  progress  made  in  recent  years,  perhaps  the 
time  has  arrived  when  we  should  no  longer  be  content  with 
the  old  idea  of  a  successful  cataract  operation,  viz.:  one  which 
in  a  general  way  restores  sight,  but  should  endeavor  to  procure 
the  highest  degree  of  acuity  of  vision  attainable  in  each  case. 
In  order  to  determine  the  methods  by  which  this  result  may  be 
most  easily  arrived  at,  it  is  desirable  not  merely  to  compare  the 
final  visual  results  reached  under  different  methods,  but  to  in- 
quire into  the  circumstances  under  which,  in  each  case,  these 
results  were  brought  about.  No  surgeon  operates  on  a  totally 
blind  eye,  i.  e.,  every  man  "selects  his  cases;"  but,  owing  to 
differences  of  temperament  and  other  causes,  this  selection  is 
made  by  different  operators,  and  even  by  the  same  operator  at 
different  periods,  according  to  rules  which  are  far  from  uni- 
form. For  this  reason,  two  men  exhibiting  equal  skill,  and 
pursuing  the  same  method,  may  obtain  visual  results  which  are 
widely  different. 

It  may  be  assumed  that  the  best  method  of  operating  for 
cataract  is  the  one  which,  other  things  being  equal,  enables  us 
most  completely  to  eliminate  all  obstructions  to  vision  refer- 
able to  the  lens,  in  other  words  to  make  the  operation  surgi- 
cally complete.  As  a  contribution  to  this  part  of  the  subject, 
the  following  table  has  been  prepared,  giving,  in  all  of  my 
cases  showing  !0/xl  or  less,  the  causes,  so  far  as  ascertained,  of 
the  imperfect  vision: 
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TABLE  III. — SUMMARY    OF    CASES    OF    wjti    AND  UNDER 
WITH  CAUSES. 


Capsule  Clear. 

Vision. 

Glaucoma. 

Atrophy  from 

Atrophy. 

Staphyloma 

Posticum. 
Choroidal 

Retinal  Disease. 

j* 

rs 

Escape  of 

■t 
a 

•S 
a 

Oft 

Undetermined 

if 

•§ 
a 

Total. 

20lto 

i 

i 

3 

4 

9 

20/eo 

2 

I 

I 

i 

2 

8 

20/80 

I 

i 

2 

20/ioo 

i 

I 

"I'm 

I 

i 

2 

nhoo 

I 

I 

7ax> 

I 

1 

2 

o 

I 

I 

Total . 

5 

i 

3 

5 

•7 

/ 

26 

Thus  of  53  cases  operated  upon,  7,  or  13.2%,  have  been  thus 
far  left  with  opacity  of  the  capsule,  whereas  in  45  cases  (ex- 
cluding the  case  of  failure,  and  including  the  cases  with  ,0/xxx 
and  better),  i.e.,  in  84.9%,  the  operation  was  surgically  com- 
plete. 

Secondary  Operations. — The  statistics  presented  above  show 
the  results  obtained  without  any  secondary  operation  on  the 
capsule  except  in  three  cases  (Nos.  7,  12  and  23).  In  the  first, 
an  opaque  capsule  was  removed  through  a  small  corneal  inci- 
sion, raising  the  vision  from  2%c  to  so/xl-  In  the  second,  dis- 
cission raised  the  vision  from  2%  to  20,  XI.,  but  the  operation 
was  incomplete,  and  slight  opacity  still  remains.  In  the  third 
the  sight  was  improved  by  discission  from  '"  ,.x  to  ■°/xxx.  In 
other  words,  excluding  the  case  of  failure,  42  cases  (including 
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all  but  one  of  the  cases  of  20/xxx  and  better)  i.e.,  79.4%  of  all 
the  cases  operated  upon,  required  no  secondary  operation.1 

General  Remarks  and  Conclusions. 

There  are  several  points  in  regard  to  the  above  reported  se- 
ries of  cases  that  seem  worthy  of  note: 

1.  The  absence,  excepting  in  one  case  (No.  41),  of  inflam- 
mation or  irritation  directly  referable  to  the  operation,  and  the 
absence,  also  excepting  in  one  case  (No.  30),  of  inflammation 
from  any  source  serious  enough  to  cause  anxiety. 

2.  The  large  proportion  of  cases  in  which  a  high  degree  of 
visual  acuity  was  obtained. 

3.  The  large  proportion  of  cases  in  which  the  operation 
was  surgically  complete,  i.  e.,  in  which  no  capsular  opacity  re- 
mained to  be  treated  by  secondary  operation.  (I  make  no 
note  of  the  absence  of  suppurative  inflammation  because  pur- 
ulent processes,  as  remarked  by  Sattler,  Knapp3  and  others, 
are  of  late  becoming  more  and  more  rare.) 

These  advantages  I  cannot  but  think  attributable  in  a  large 
degree  to  the  fact  of  the  anterior  chamber  being  so  thoroughly 
cleared  of  residual  cortex.  No  matter  whether  we  agree  with 
DeWecker*  that  inflammation  after  cataract  extraction  is  due 
to  sepsis  conveyed  through  a  migration  cicatrix  [cicatrice  a 
migration),  or  with  Meyer"  that  the  sepsis  is  sometimes  endo- 
genous, or  whether  we  hold  that  many  cases  of  inflammation, 
whether  purulent  or  non  purulent,  may  be  purely  traumatic,  it 
must  be  generally  admitted  that,  whether  simply  as  foreign 
material,  or  as  a  nidus  for  microbic  multiplication,  cortical  re- 
mains may  act  as  a  predisposing  cause  of  inflammatory  action. 
It  appears  reasonable,  also,  to  suppose  that  they  may,  by  ad- 

'It  is  probable  that  a  number  of  these  cases  will  in  time  develop  "wrinkled  cap- 
sule" and  so  require  surgical  interference.  li'so,  an  opportunity  of  recording  such 
changes  may  present  itself. 

Quoted  by  Knapp,  Arch,  of  Ophlh.,  vol.  xvii,  p.  69. 

'Ibid. 

4Annales  d'Oculistique,  c  I,  p.  168. 
•sAnnales  d'Oculistique,  c  2,  p.  134. 
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hering  to  the  capsule,  cause  or  increase  its  opacity,  and  thus 
partially  frustrate  the  object  of  the  operation. 

From  all  points  of  view,  then,  it  seems  proper  that  we  should 
seek  the  means  by  which  lenticular  debris  can  be  most  gently, 
quickly  and  thoroughly  removed.  My  own  belief  is  that  man- 
ipulation of  the  cornea  is  inadequate — may,  when  prolonged, 
be  injurious — and  that  the  end  in  view  is  best  attained  by  ir- 
rigation. In  addition  to  thoroughly  evacuating  the  anterior 
chamber,  the  syringe  gently  replaces  prolapsed  iris,  and  com- 
pletely cleanses  the  lips  of  the  wound,  thus  securing  perfect 
coaptation  and  rapid  healing,  and,  incidentally,  preventing  the 
entrance  of  germs. 

From  what  has  preceded  it  is  evident  that  I  do  not  regard 
the  injection  of  a  few  drops  of  an  antiseptic  solution  in  order 
to  sterilize  the  contents  of  the  anterior  chamber,  as  fulfilling 
all  the  requirements.  It  may  be  doubted,  without  disrespect 
to  the  distinguished  men  who  make  use  of  this  procedure, 
whether  it  accomplishes  even  the  limited  object  aimed  at;  for 
an  antiseptic,  to  be  effective,  must  surely  be  dangerously  irri- 
tating to  the  delicate  structures  in  the  interior  of  the  eye. 

But  in  point  of  fact  antisepsis  in  surgery  tends  more  and 
more  to  be' replaced  by  asepsis.  Germs  are  now  flooded  out, 
instead  of  being  destroyed  in  situ.  I  believe  the  crowning 
glory  of  our  era,  in  so  far  as  surgery  is  concerned,  to  be  the 
development  of  the  science  and  art  of  cleanliness.  In  accord- 
ance with  this  view,  the  solution  I  use  is  not,  strictly  speaking, 
antiseptic.  Practically,  it  consists  of  boiled  distilled  water 
containing  just  enough  boric  acid  to  prevent  the  injurious  ef- 
fects which  have  been  found  by  myself  and  others  to  follow 
the  use  of  water  alone. 

In  order  that  irrigation  of  the  anterior  chamber  may  be  ac- 
complished effectively  and  safely  it  is  important  to  employ  a 
suitable  instrument.  At  the  last  meeting  of  the  American 
Ophthalmological  Society,  I  read  a  paper  on  this  subject1', 
and  described  a  syringe  which  consisted  "essentially  of  a  bit  of 
black  rubber  tubing  with  a  curved  flat  gold  nozzle  at  one  end 

"Trans.  Amer.  Ophih.  Soc.  for  1SS9,  p.  341. 
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and  a  small  metal  reservoir  at  the  other."  The  tubing  passed 
through  a  hollow  hard  rubber  handle  in  which  was  fixed  a 
short  piston  controlled  by  the  index  finger,  and  serving,  by 
pressure  on  the  rubber  tubing,  to  stop  or  retard  the  current, 
Soon  after  that  meeting,  in  order  to  be  able  to  dispense  with 


Form  i.  Form  2.  Actual  Size. 

Figs.  9,  10,  11. 

an  assistant,  as  well  as  to  secure  a  uniform  pressure,  I  had  the 
instrument  made  in  the  form  in  which  you  see  it  (form  2).  The 
reservoir,  which  is  of  glass,  is  attached  to  the  upper  end  of  the 
handle,  and  will  hold  about  an  ounce.      This    is  sufficiently 
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large,  because  even  if  two  or  three  times  this  quantity  of  fluid 
is  required,  the  patient  will  be  benefited  by  the  momentary 
respite  obtained  while  the  reservoir  is  refilling;  and  the  objec- 
tions made  to  a  second  or  third  introduction  of  the  nozzle  are, 
in  my  opinion,  entirely  groundless.  If,  however,  a  larger  res- 
ervoir is  desired,  and  an  assistant  is  available,  the  necessary 
change  in  the  form  of  the  instrument  is  easily  effected  by  sub- 
stituting a  longer  piece  of  rubber  tubing.7 

This  syringe,  as  modified,  has  been  used  in  the  great  ma- 
jority of  the  cases  reported  in  this  paper;  and,  from  experience 
during  the  year  just  past,  I  am  in  a  position  to  reiterate  with 
confidence  the  following  statements  made  in  the  article  re- 
ferred to: 

"I.  As  there  is  no  backward  flow,  it  (the  syringe)  has  no 
tendency  to  become  septic  in  use  except  at  the  point  of  the 
nozzle,  and  the  latter  can  be  readily  pulled  off  and  thrown 
into  boiling  water  or  alcohol.  If  the  purity  of  the  other  parts 
of  the  apparatus  is  suspected,  it  is  easy  to  place  the  leservoir 
in  boiling  water,  and  to  replace  the  old  rubber  tubing  with  a 
new  piece. 

"2.  This  instrument  can  always  be  depended  upon  to  work 
smoothly. 

"3.  It  is  held  like  a  penholder,  and  is  as  easily  and  securely- 
handled. 

"4.  As  the  ejecting  force  is  proportional  to  the  height  of  the 
column  of  liquid,  it  is  of  course  under  absolute  control.  *  *  * 

Should  a  per  saltum  movement  be  desired,  this  can  be  ef- 
fected   *    *    *    by  intermittent  pressure  on  the  short  piston. 

"5.  It  goes  without  saying  that  in  using  this  syringe  there  is 
no  possibility  of  the  entrance  of  air  into  the  eye." 

The  instrument  was  made  for  me  by  Feick  Bros.,  surgical 
instrument  makers  of  Pittsburg,  Pa. 

'The  syringe  is  made  in  such  a  way  that  forms  1  and  2  are  quickly  interchange- 
able. Thus  the  small  reservoir  may  be  removed  from  form  2  and  the  metal  frame- 
work slipped  off.  All  that  remains,  then,  is  to  insert  the  small  hard-rubber  nozzle 
(which  will  be  iound  at  the  lower  end  of  the  tubing  belonging  to  the  large  reservoir) 
into  the  tubing  which  remains  in  the  handle.  The  large  reservoir  can  be  fixed  to  an 
upright  post  attached  to  the  bedstead,  and  the  height  regulated  by  a  set-screw. 


ELIMINATION  OF  THE  CORNEA  AND  ITS  EFFECT 
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THE  DEVICE  FOR  ITS  DEMON- 
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Re  d  before  tlie  Section  on  Ophthalmology  of  the  New  York  Academy  of  Medicine, 

May  21, 1890. 

The  Eye  Under  Water. — An  old  and  well-known  experiment 
shows  that  the  fundus  of  an  eye  becomes  visible  without  any 
further  apparatus  when  the  eye  is  placed  under  water.  Pro- 
vided that  the  pupil  is  large  enough,  one  sees  the  optic  disc 
and  the  retinal  blood-vessels  clearly  defined  in  about  their  nat- 
ural size.  The  reasons  for  this  are  obvious  and  identical  with 
those  which  Helmholtz  has  given  in  order  to  explain,  why,  un- 
der ordinary  conditions,  we  cannot  see  the  fundus,  and  which 
have  led  him  to  the  invention  of  the  ophthalmoscope. 

The  investigators  who  had  tried  to  explain  the  light  seen  in 
animals'  eyes,  as  Joh.  Mueller,  Donders,  and  especially  Bruecke, 
had  already  approached  the  truth,  namely,  that  it  is  the  position 
of  the  retina  in  the  posterior  focal  plane  of  the  dioptrical  system, 
which  prevents  the  light  from  issuing  from  the  eye  in  another 
direction  than  that  in  which  it  entered  the  eye.  Let  us  suppose  a 
light  is  thrown  from  a  certain  point  into  the  eye,  and  thus  illumi- 
nates a  portion  of  the  retina.  This  portion  of  the  retina  now  can 
be  considered  in  itself  as  a  source  of  light,  but  one,  from  which 
the  light  can  go  out  in  one  direction  only,  that  is,  toward  the  or- 
iginal light-point.  The  whole  cone  of  light,  coming  from  the 
light  point  in  the  retina  when  issuing  from  the  eye  at  the  ante- 
rior surface  of  the  cornea,  is  refracted  to  a  bundle  of  parallel 
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rays,  which  are  also  parallel  to  the  so-called  line  of  direction. 
This  line  of  direction  is  the  straight  line  drawn  from  the  origi- 
nal point  of  light  to  its  image  on  the  retina.  This  relation 
makes  it  impossible,  under  ordinary  circumstances,  to  see  a 
portion  of  the  retina  lighted  or  light-giving.  For  if  we 
place  our  eye  behind  the  source  of  illumination  it  will  be 
blinded  by  the  light  and  will  not  be  able  to  perceive 
the  relatively  weak  light  issuing  from  the  fundus — and  if, 
on  the  other  hand,  we  place  our  eye  between  the  eye 
under  observation  and  the  source  of  illumination,  we  shut  out 
the  light  with  our  own  head.  Therefore,  the  pupil  of  an  eye 
always  appears  black.  In  order  to  see  the  fundus  of  an  eye, 
we  have  to  make  an  arrangement  which  overcomes  this  diffi- 
culty. One  arrangement  of  this  kind  is  the  principle  which 
Helmholtz  has  used  in  his  ophthalmoscope;  another,  that  which 
later  on  Ruete  applied  to  his  ophthalmoscope.  As  Helmholtz, 
modestly  speaking  about  his  great  invention,  himself  expressed 
it — to  construct  the  ophthalmoscope  it  was  only  necessary  to 
have  clearly  before  one's  mind  the  reasons  why  it  is  impossi- 
ble to  see  into  an  eye  under  ordinary  conditions. 

With  the  eye  situated  under  water  the  ordinary  optical  con- 
ditions are  changed.  The  exterior  surface  of  the  cornea  does 
no  longer  border  on  the  air,  the  most  active  part  in  the 
whole  dioptric  system;  it  is  surrounded  by  water,  which  has 
the  same  index  of  refraction  as  the  corneal  substance,  and, 
therefore,  eliminates  the  cornea  in  an  optical  sense.  If  the 
fundus  is  lighted  with  diffused  light  there  is  no  reason  why  the 
light  issuing  from  the  fundus  should  not  disperse  in  all  direc- 
tions, and  indeed  we  can  see  the  fundus  of  an  eye  under  water 
from  any  direction. 

Iridcremia  with  Dislocation  of  the  Lens. — The  conditions  in 
certain  cases  of  irideremia  with  dislocation  of  the  lens  are  sim- 
ilar. While  assistant  in  Utrecht  I  saw  a  man  whose  right 
eye  presented  the  following  appearance  as  the  result  of  a  blow 
received  many  years  ago:  There  was  no  iris  visible;  either  it 
had  been  torn  out  of  the  eye,  as  it  sometimes  occurs,  or  it 
was  folded  backwards  into  the  vitreous  body.    The  lens  was 
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dislocated  downwards  and  its  upper  margin  and  upper  half 
were  visible  in  the  lower  half  of  the  enlarged  pupil.  When 
the  man  was  placed  with  his  face  toward  the  window —  best 
opposite  to  a  white  cloud  —  one  saw  without  applying  any 
especial  apparatus  the  optic  disc  and  the  retinal  vessels  very 
distinctly.  The  explanation  of  this  phenomenon  is  this:  By 
the  incomplete  dislocation  of  the  lens,  the  unity  of  the  dioptric 
system  of  the  eye  was  destroyed.  There  were  two  optic  sys- 
tems, one  lensless  and  one  with  the  lens.  The  axis  of  the 
latter  formed  an  angle  with  the  axis  of  the  former  on  account 
of  the  prismatic  action  of  the  partially  dislocated  lens.  Light 
which  had  entered  the  eye  in  the  bne  could  leave  it  by  the  other. 
The  observer  did  not  shut  out  the  light  with  his  own  head, 
as  he  does  under  normal  conditions  of  the  eye,  and  the  great 
amount  of  light  which  could  enter  this  irideremic  eye  further- 
more increased  the  possibility  of  seeing  the  fundus. 

Here,  I  like  to  mention,  also,  the  interesting  phenomenon 
of  the  appearance  of  the  two  discs  when  the  observer  looked 
in  the  usual  way  into  the  eye  with  the  ophthalmoscope  (in- 
verted image.)  The  lens,  occupying  half  of  the  pupil,  acted  as 
a  prism,  and  through  this  another  image  of  the  fundus  was 
produced  besides  the  one  seen  through  the  lensless  part  of  the 
pupil.  These  images  were  of  different  size,  the  upper  one  con- 
siderably larger  on  account  of  the  hypermetropic  refraction  of 
the  lensless  system;  they  were,  furthermore,  not  in  the  same 
plane,  the  one  seen  through  the  lensless  system  being  nearer  to 
the  observer.  Corresponding  with  the  double  ophthalmoscopic 
image,  the  patient  had  monocular  double  vision.  The  visibili- 
ty of  the  retina  in  detachment  and  in  cases  of  intraocular  tu- 
mor, is  due  to  the  same  reason,  namely,  that  the  retina  is  no 
longer  situated  in  the  posterior  focal  plane  of  the  optic  sys- 
tem, and  thus  all  causes  disappear  why  it  should  not  be  vis- 
ible. 

Bellarmiuoff's  Device  to  Make  the  Fundus  Visible. — Several 
years  ago  BellarminofF  has  modified  the  experiment  with  the 
eye  under  water.  After  anaesthetizing  the  cornea  with  co- 
caine and  dilating  the  pupil,  he  presses  a  plain  glass  plate 
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against  the  cornea,  thus  flattening  it  and  eliminating  its  optical 
action.  In  this  way  the  fundus  becomes  visible.  Bellarminoff 
thought  he  had  invented  a  method  which  could  take  the  place 
of  ordinary  ophthalmoscopy,  and  which  could  be  used  with- 
out any  previous  practice.  It  seems  to  me  that  it  is  much 
more  desirable  that  every  physician  should  learn  and  practice 
the  ordinary  method;  but  the  experiment  in  question  is,  never- 
theless, an  interesting  and  striking  illustration  of  optical  condi- 
tions. 

Modification  of  Bellarminoff '  s  Device. — In  modifying  Bellar 
minoff's  experiments,  I  had  glass  shells  made  similar  to  artificial 
eyes,  with  a  plain — concave  meniscus  in  the  place  of  the  cor- 
nea, the  concave  side  inside,  the  plain  one  outside.  Mr.  Briere,  a 
skillful  maker  of  artificial  eyes,  was  kind  enough  to  take  great 
pains  in  making  these  shells.  Such  a  shell  is  easily  inserted 
into  the  conjunctival  sac  in  front  of  the  eye,  previously  anaes- 
thetized by  cocaine,  and  is  so  nicely  kept  in  place  by  the  lids, 
that  it  is  unnecessary  to  press  the  glass  plate  against  the  cor- 
nea. I  dilate  the  pupil  previously  with  homatropine.  If  the 
conditions  are  favorable — that  is,  if  the  light  of  a  white  cloud 
is  available  and  the  strong  reflection  from  the  anterior  plane 
surface  is  avoided  by  moistening  it  with  a  drop  of  water — one 
may  see  the  fundus  without  resorting  any  further  to  reflected 
light.  It  will  show  better  when  strong  light— either  the  light 
of  a  cloud  or  artificial  light — is  thrown  into  the  eye  by  means 
of  a  reflector.  The  optic  disc  and  the  retinal  vessels  appear 
with  great  clearness;  in  their  small  size  they  present  a  striking 
and  unexpected  spectacle.  They  appear  of  nearly  ordinary 
size,  while  we  are  accustomed  to  see  them  considerably  mag- 
nified through  the  optic  system  of  the  eye,  when  looking  at 
them  in  the  ordinary  way  of  ophthalmoscopy.  The  large  field 
of  vision  obtained  is  also  remarkable. 

Size  of  the  Disc  when  seen  Through  the  Plane-  Concave  Menis- 
cus. —  When  the  eye  is  under  water  the  fundus 
is  actually  seen  a  trifle  magnified.  The  an- 
terior surface  of  the  cornea  being  eliminated  and  the  separat- 
ing surface  between  water  and  air  being  a  plane  one,  there 
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would  not  be  any  magnifying  power  if  the  lens  were  not  pres- 
ent. 

The  index  of  refraction  of  the  vitreous  and  aqueous 
humors,  corneal  substance  and  water  being  the  same 
(1.3365),  except  for  the  presence  of  the  lens,  the  condi- 
tions would  not  differ  from  those  of  a  posterior  part  of 
an  eye  situated  under  water  after  removal  of  the  dioptric 
part  of  the  eye.  The  lens  in  its  place  represents  a  refrac- 
tive power  of  10  dioptries.  A  simple  calculation  shows 
that  the  magnifying  power  amounts  to  about  6:5,  so  that 
a  disc  of  the  size  of  1. 5  mm.  appears  to  have  1. 81  mm.  in  diam- 
eter. But  this  holds  good  only  when  the  curvature  of  the  cornea 
is  eliminated  by  the  water.  The  conditions  are  changed  when 
a  meniscus  of  glass  is  used  for  that  purpose.  Taking  the  index 
of  refraction  for  glass  to  be  1.5  on  an  average,  the  glass-me- 
niscus in  front  of  the  less  refracting  cornea  will  act  as  a 
concave  lens  and  therefore  will  make  the  fundus  appear  small- 
er. 

A  simple  calculation  shows  the  following:  A  disc  of  the 
actual  size  of  1.5  mm.,  which,  when  simply  seen  under  water 
would  appear  1. 81  mm.  large,  has  an  apparent  size  of  only  1.37 
mm.  when  seen  through  the  glass  meniscus,  which  corresponds 
to  a  diminution  of  9:10. 

Possible  Utility  of  the  Device. — As  to  the  possible  practical 
value  of  the  device  described,  I  have  to  offer  a  suggestion.  It 
might  be  used  for  determining  the  location  of  ecchinococci, 
foreign  bodies,  or  obscurating  membranes  in  the  vitreous  (pro- 
vided the  lens  is  transparent  and  the  pupil  can  be  dilated). 
In  all  of  these  instances  we  have  to  resort  to  calculation. 
Alfred  Graefe's  admirable  results  in  operating  for  ecchinococci 
show  his  method  of  determining  the  place  to  be  very  exact. 
Still,  it  might  effectually  be  supported  by  an  additional  ex- 
amination of  the  fundus  with  the  cornea  eliminated  in  an 
optical  sense.  This  might  be  even  more  useful  in  operations 
for  lacerating  obscurating  membranes  in  the  vitreous,  an 
operation  which  has  been  introduced  by  A.  v.  Graefe  and  has 
been  practiced  lately  to  a  larger  extent  by  C.  S.  Bull. 
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Operations  have  to  deal  with  distances  and  conditions  as  we 
ordinarily  see  them  with  our  naked  eyes  only,  without  interfer- 
ence of  any  optical  apparatus,  and  as  such  the  cornea  in  front  of 
the  vitreous  body  must  be  considered.  Elimination  of  the  cornea 
probably  will  allow  a  better  view  and,  so  to  say,  more  natural 
conception  concerning  the  extent  and  situation  of  such  mem- 
branes. 


TWO  CASES  OF  GUNSHOT  WOUNDS  OF  THE 
EYEBALL. 


BY  CASEY  A.  WOOD,  CM.,  M.D.,  CHICAGO, 
Instructor  in  Ophthalmology,  Chicago  Post  Graduate  Medical  School. 

Two  things  have  probably  happened  when  the  eyeball  re- 
covers from  the  effects  of  a  penetrating  wound  sufficiently  to 
permit  of  the  safe  retention  in  the  orbit,  viz:  the  foreign  body 
has  not  entered  at  the  ciliary  region  and  it  has  again  passed 
out  of  the  globe.  I  am  aware  that  there  are  remarkable  ex- 
ceptions1 to  this  rule  but  they  are  quite  uncommon.  Even 
where  the  foreign  body  lodges  in  the  substance  of  the  posterior 
bulbar  wall  and  projects  into  the  vitreous  its  presence  is  very 
likely  to  set  up  purulent  choroiditis  before  the  process  of  en- 
capsulation has  had  time  to  go  on2. 

The  disastrous  consequences  of  penetrating  wounds  in  the 
"dangerous  zone"  of  the  ciliary  region  follow  in  the  gunshot 
injuries  in  common  with  other  forms  of  traumatism  but  there 
are  some  pecularities  attending  the  former  kind  of  injury  which 
render  it  less  dangerous  than  others,  both  in  the  ciliary  region 
and  elsewhere. 

Indeed  cases  of  recovery  after  gunshot  wounds,  with  retention 
of  a  certain  amount  of  vision,  are  not  infrequent.  Provided 
the  projectile  (or  projectiles  as  in  the  case  of  small  shot)be  not 
too  large  the  chances  of  ultimate  vision  are,  ceteris  paribus 
greater  than  in  such  forms  of  violent  injury  as  stabs,  wounds 
from  glass,  metal  splinters,  or  bits  of  percussion  caps,  ruptures 

'One  ol  these  is  recorded  in  Carter  &  Frost's  "Ophthalmic  Surgery."  English 
Ed.,  p.  271. 

''Leber  in  Graefe  and  Saemisch,  Bd.  v,  p.  745. 
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of  the  sclera  from  blows,  etc.  When  a  knife  blade,  a  glass 
splinter  or  a  piece  of  chisel  penetrates  the  sclera  it  is  more 
likely  to  carry  infective  germs  into  the  cavity  of  the  eyeball 
than  is  a  shot  already  disinfected  by  the  burning  powder  and 
by  its  friction  with  the  air  through  which  it  passes'. 

Less  likely  also  is  the  shot  to  disturb  the  ocular  membranes, 
to  make  a  ragged  wound,  or  to  remain  in  the  cavity  of  the 
globe.  It  goes  through  and  makes  a  "clean"  passage;  the 
wound  shortly  heals  and  it  is  afterwards  often  difficult  to  dis- 
cover any  external  evidence  of  its  entrance. 

In  scleral  ruptures  and  in  penetrating  wounds  made  by  the 
agent  just  mentioned  the  probability  of  other  accidents  is  also 
greater  than  when  small  shot  enters  the  eye.  Among  these 
are  dislocation  of  the  lens,  retinal  detachments,  loss  of  vitreous 
and  extensive  intraocular  haemorrhages. 

In  a  word,  so  far  as  the  eye  is  concerned  the  effects  of  wounds 
made  by  small  pistol  bullets  and  the  various  kinds  of  bird  or 
buckshot  are  confined  to  the  tissues  through  which  they  immedi- 
ately pass  while  the  lesions  resulting  from  scleral  ruptures  and 
penetrating  wounds  of  other  kinds  are  more  far  reaching  and 
destructive  in  character.  The  following  cases  are  examples  of 
recovery  from  gunshot  wounds: 

The  first  one  is  an  illustration  of  Xoyes'  declaration  that  in 
these  cases  of  gunshot  wounds  it  is  "impossible  to  decide  what 
has  happened."  It  is  also  an  example  of  those  rare  instances 
where  small  missiles,  other  than  birdshot,  have  gone  completely 
through  the  globe. 

Walter  H.,  aet.  21  years,  came  to  me  at  the  Moorfields  (Lon- 
don) clinic  of  Mr.  Lang  in  July,  1889,  and  gave  the  following 
account  of  himself: 

At  the  age  of  14  he  was  shot  in  the  face,  receiving  a  charge 
from  a  shotgun  loaded  with  small  pieces  of  stone  (shingle). 
He  was  about  a  dozen  yards  distant  from  the  gun  when  it  ex- 
ploded. Pieces  of  stone  were  removed  from  his  "mouth"  and 
face  but  none,  as  far  as  could  be  ascertained,  from  the  eye. 

3"Manuel  d'Ophtalmologie."    DeWeckei  et  Masselon,  p  62. 
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He  suffered  from  severe  headache  for  a  month  after  the  injury 
during  which  time  there  was  no  sight  whatever  in  the  wounded 
eye.  Then  it  began  slowly  to  return  and  he  now  sees  as  well 
as  he  has  done  for  several  years  past.  On  making  a  careful 
examination  some  slight  scars  were  found  on  the  face  and  one 
small  one  on  the  left  lower  lid  about  4  mm.  from  its  margin 
and  equidistant  from  the  inner  and  outer  canthus. 

This  latter  cicatrice  corresponds  to  a  whitish  puckering  of 
the  palpebral  conjunctiva  which,  however,  is  situated  a  little 
higher  up  than  the  dermal  scar.  Patient  says  there  was  no 
wound  of  the  eyeball  and  no  scar  of  cornea  or  sclera  can 
be  discovered.  His  eye  was  perfectly  sound  before  the  injury 
and  he  thinks  there  has  been  no  varaition  in  his  visual  power 
for  many  years.  When  he  closes  his  right  eye  he  does  not 
see  the  middle  of  objects  fixed  by  the  left  eye.  The  top  and 
bottom  of  articles  of  furniture  and  the  periphery  of  smaller  ob- 
jects are  distinctly  visible,  but  their  central  portions  are  not 
perceived.  This  partial  vision  in  the  left  eye  has  never  both- 
ered him.    He  has  not  had  diplopia  or  squint. 

R.  E.  V.=7yi  ;  L.  E.  V=fingers  at  3  metres. 

Left  eye — pupillary  reaction  to  light  and  accommodation 
(convergence)  normal.  Of  a  quill  pen  held  50  cm.  in  front  of 
the  eye  he  sees  only  the  two  ends  and  not  the  middle  part. 
No  improvement  from  glasses.  Tension  normal.  An  ophthal- 
moscopic examination  of  the  left  fundus  shows  the  media  to 
be  clear;  there  are  absolutely  no  opacities  in  the  vitreous. 
The  papilla  has  a  small  and  deep  physiological  excavation. 
From  its  lower  border  there  projects  a  slight  elevation  the  re- 
fractive difference  between  whose  base  and  summit  is  about 
one  diopter.  It  is  kidney  shaped,  about  one  half  a  disk  diam- 
eter in  length  and  about  half  as  broad  as  it  is  long.  Its  sum- 
mit is  quite  white  and  is  studded  with  cholesterine  crystals, 
the  whole  making  a  beautiful  ophthalmoscopic  picture,  The 
macular  region  is  the  seat  of  an  old  choroiditis  with  blotches 
of  pigment.  Three  disk  diameters  directly  outwrrds  towards 
the  temporal  side  of  the  disk  is  a  large  atrophic  area,  whitish 
in  color,  over  whose  surface  are  scattered  small  spots  of  pig- 
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ment.  The  retinal  vessels  are  not  diminished  in  size  and  they 
run  over  the  pigmented  dots  in  several  places.  The  infra- 
papillary  elevation  is  free  from  pigmentation.  Here  and  there 
in  the  area  of  choroidal  atrophy  an  occasional  crystal  of  chol- 
esterine  is  to  be  seen. 


Fie.  12. 


The  absolute  scotomata  corresponding  to  the  injured  fundus 
are  shown  in  the  accompanying  perimeter  chart. 

It  will  be  seen  that  the  periphery  of  the  field  is  quite  uncon- 
tracted,  excepting  a  restriction  of  the  (apparent)  inner  side, 
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the  important  loss  of  vision  being  chiefly  confined  to  an  ir- 
regular area  about  the  fixation  point. 

If  one  might  venture  a  guess  as  to  what  happened  to  this 
eye  seven  years  ago  it  would  be  that  more  than  one  small 
splinter  of  stone  has  pierced  the  globe  outside  of  and  yet 
quite  close  to  the  ciliary  body,  passed  through  the  vitreous 
and  penetrated  the  opposite  sclerotic  wall  in  more  than  one 
situation.  It  may  be  that  the  projection  at  the  nerve  border 
corresponds  to  an  encapsuled  foreign  body  part  of  which  is 
still  in  the  sclerotic  coat.  The  peripheral  contraction  of  the 
field  is  doubtless  the  result  of  an  injury  to  one  or  more  bundles 
of  temporal  nerve  fibres  (supplying  that  part  of  the  retina)  as 
they  issue  from  the  papilla;  it  does  not  express  the  presence 
of  a  large  nose  during  the  several  examinations  made.  It  was 
impossible  to  discover  behind  the  overhanging  iris  any  oph- 
thalmoscopic indications  of  the  exact  spot  where  the  foreign 
bodies  entered  the  eye. 

There  is  nothing  abnormal  about  the  fundus  of  the  right  eye, 
in  which  he  has  never  had  any  indications  of  sympathetic 
trouble. 

The  next  case  shows  an  injury  far  more  extensive  than  the 
preceeding  and  yet  the  eye  was  not  lost  nor  was  vision  entirely 
abolished. 

It  is  that  of  an  Italian,  I.  B.,  set.  30  years,  who  presented  him- 
self at  Dr.  Coleman's  clinic  in  the  Post  Graduate  School.  Fif- 
teen years  before  he  had  been  shot  in  the  left  eye,  several 
small  shot  having  entered  the  globe.  After  the  accident  he 
was  not  able  to  see  very  much  but  his  vision  was  then  better 
than  it  now  is.  This  is  explained  by  the  fact  of  his  having 
been  struck  in  the  same  eye  with  the  fist  two  years  ago.  Since 
that  time  his  vision  has  been  getting  gradually  worse.  About 
the  centre  of  the  left  lower  lid,  10  mm.  from  its  margin,  is  a 
round  cicatrix  3  or  4  mm.  in  diameter.  This  corresponds  to  a 
scar,  somewhat  smaller  in  size,  in  the  palpebral  conjunctiva. 
When  the  patient  looks  in  front  of  him  this  scar  is  in  contact 
with  a  puckering  in  the  anterior  wall  of  the  eyeball — a  pucker- 
ing which  includes  both  ocular  conjunctiva  and  sclerotic  coat. 
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The  depression  is  plainly  seen  when  the  patient  looks  upward 
and  it  has  about  the  same  diameter  as  the  external  lid  wound. 
V.  L.=fingers  at  30  cm.  eccentrically. 

V.  R.=6/VI. 

When  the  right  eye  is  covered  patient  directs  his  gaze  to 
one  side  for  the  purpose  of  seeing  objects  directly  in  front  of 
him,  yet  he  does  not  squint.  He  has  not  in  either  eye  nor  has 
he  had  for  years  any  pain,  tenderness,  or  lachrymation.  Ten- 
sion in  left  eye  normal;  pupil  very  little  affected  by  light.  The 
eye  is  perfectly  "quiet."  The  cornea  is  clear;  iris  of  normal 
color  but  tremulous.  The  lens  is  translucent  only  and  is  dis- 
located upwards.  It  is  not  possible  to  see  the  fundus.  Dr. 
Coleman  decided  to  remove  the  crystalline  and  as  a  precaution- 
ary measure  made  use  of  Agnew's  bident.  The  patient  re- 
covered from  the  operation  without  a  bad  symptom.  Two 
weeks  afterward  his  eccentric  vision  had  slightly  improved. 
An  examination  of  his  fundus  could  now  be  made  and  it  re- 
vealed a  rather  curious  state  of  things.  A  large  whitish  area 
occupied  the  infra-macular  region  and  stretched  irregularly,  as 
far  as  could  be  seen  downward  and  to  the  nasal  side  of  the 
disk.  A  portion  of  the  margin  of  this  irregular  spot  was 
plainly  marked  and  looked  like  the  border  of  a  choroidal  rup- 
ture. The  whole  area  was  probably  three  disk  diameters 
across  in  its  widest  part  and  was  almost  entirely  white,  there 
being  little  or  no  scattered  pigment  to  be  seen.  Refractive 
differences  of  about  half  a  diopter  could  be  made  out  in  vari- 
ous parts  of  this  abnormal  locality.  The  papilla  is  not  of 
markedly  abnormal  color.  The  blood  vessels  are  not  atrophied 
except  those  of  them  that  stretch  into  the  area  just  mentioned. 
Two  vessels  (arteries?)  appear  to  run  toward  it  from  the  disk 
down  and  inward,  but  do  not  appear  near  the  margin.  I  could 
not  determine  whether  the  retina  had  its  normal  appearance  in 
all  parts  or  not.  There  was  enough  opacity  of  the  media  to 
prevent  a  clear  view  of  the  fundus  details  by  the  direct  method. 
At  any  rate  there  were  certainly  no  gross  lesions  in  the  disk 
or  in  the  macular  region. 
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The  accompanying  chart  can  only  be  approximately  correct 
as  it  was  not  possible  to  secure  accurate  central  position,  but  it 


Fig.  13. 


indicates  fairly  well  the  extent  of  the  visual  field  so  far  as  it 
concerns  a  white  object  20  mm.  square  at  50  cm. 


OBITUARY. 


DR.    H.   CULBERTSON.  4 


Zanesville,  O.,  June  19,  1890. 
Adolf  Alt,  M.D.,  Dear  Doctor. — I  have  to  communicate  to 
you,  that  my  father,  Howard  Culbertson,  has  passed  away. 
His-death  occurred  yesterday,  and  was  caused  by  acute  dys- 
entery.   His  illness  was  brief,  lasting  less  than  a  week. 

Respectfully  yours,       Louis  R.  Culbertson,  M.D. 

In  communicating  this  letter  to  our  readers  we  need  feel  the 
sad  loss  with  the  bereaved  family.  All  our  readers  know  how 
enthusiastic  the  late  Dr.  H.  Culbertson  was  as  a  collaborator 
of  this  journal.  He  was  an  earnest  seeker  after  truth,  and  by 
his  prisoptometer  he  has  gained  for  himself  a  reputation  be- 
yond the  limits  of  his  own  field  of  work.  His  memory  will 
be  sacred  among  us. 
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A  CASE  OF  GLAUCOMA  FULMINANS  OF 
PECULIAR  INTEREST. 


BY  PETER  D.  KEYSER,  M.D., 
Professor  of  Ophthalmology  Medico-Chirurgical  College,  Philadelphia. 

At  the  meeting  of  the  American  Medical  Association,  June, 
1889,  at  Newport,  R.  I.,  I  read  a  paper  on  Fulminating  Glau- 
coma after  Cataract  Extraction  with  Iridectomy,  giving  three 
interesting  and  instructive  cases.  Since  this  time,  having  had 
a  case  of  acute  glaucoma  of  a  similar  character  and  a  case  as 
the  first  described  cases  but  with  such  difference  as  to  time 
and  character  of  operation  I  think  it  well  to  be  presented  to 
the  profession  and  therefore  relate  the  following: 

Mr.  D.  R.  Young,  aet.  64  years,  of  this  city,  came  to  me  with 
cataract  L.  E. — R.  E.  divergent  and  amblyopic  since  child- 
hood. The  cataract  had  been  gradually  forming  for  about 
three  years  and  at  the  time  (Jan.  18,  1890)  when  I  first  saw 
him  the  lens  was  opaque.  P.  and  P.  perfect,  and  pupil 
fairly  active  under  the  action  of  light. 

I  made  extraction  of  the  cataract  with  large  iridectomy  up- 
ward, and  all  healed  readily  and  well  in  a  few  weeks.  After 
the  third  week  the  posterior  capsule  began  to  thicken  and 
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eventually  became  quite  opaque  in  the  centre  covering  the 
pupillary  region.  This  interfering  with  vision  I  determined  to 
get  it  out  of  the  way.  With  a  fine  Heyl's  knife  I  attempted  to 
lacerate  it  with  the  hopes  that  it  would  separate  and  thus  give 
a  clear  hole,  but  it  was  so  tough  that  the  knife  could  not  cut 
it.  Then  on  March  26,  eight  weeks  after  the  extraction,  I 
drew  the  whole  capsule  out  on  a  Tyrell's  hook  through  a 
small  opening  in  the  cornea.  The  operation  went  off  very 
well  under  cocaine,  2%  solution,  and  he  saw  much  clearer  and 
more  distinctly  at  once.  Atropine  had  been  instilled  into  the 
eye  to  dilate  the  pupil  for  the  operation,  and  as  an  iridectomy 
had  been  previously  made,  and  in  the  last  operation  the  open- 
ing in  the  cornea  was  so  small  with  no  iris  near  it,  no  more 
atropia  was  used  after  the  operation.  The  eye  was  well  washed 
out  before  and  after  the  operation  with  a  x.  gr.  solution  of 
boric  acid,  and  a  single  Liebreich  bandage  put  over  it. 

The  eye  was  very  quiet  and  easy  until,  toward  morning, 
severe  pain  set  in,  and  when  I  saw  it  the  day  after  the  opera- 
tion there  was  a  well  marked  case  of  glaucoma  fulmunans. 
The  tension  of  the  ball  was  +3,  a  slight  haemorrhage  in  the 
anterior  chamber,  exquisit  pain  in  the  ball  extending  up 
through  the  temple  into  the  head.  The  iris  was  pushed  forward. 

Vision  still  good  but  dimmed.  Eserine  salicylate,  gr.  ij.:5j., 
was  ordered  instilled  into  the  eye  twice  daily. 

Applications  of  warm  destillate  of  Hamamelis  over  the  eye 
and  morph.  sulph.  gr.  '/<  doses  to  relieve  pain.  During  March 
28  and  29,  there  seemed  to  be  but  little  relief  except  the  ab- 
sorption of  the  haemorrhage,  and  I  was  thinking  of  making 
another  iridectomy,  but  on  the  following  day  the  eye  was 
much  better,  and  continued  to  improve  until  April  5,  when 
stvere  pain  again  set  in  but  no  haemorrhage  took  place.  I 
then  applied  the  artificial  leech  to  his  temple  and  gave  him 
calomel  gr.  '/4  every  hour.  The  artificial  leech  was  applied 
again  April  8  and  the  eye  began  to  improve.  Vision  all  this 
time  kept  good. 

April  22,  another  slight  attack  of  pain  with  light  haemor- 
rhage in  the  anterior  chamber.     Artificial  leech  again  applied. 
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Eserine  instilled  into  the  eye.  From  this  time  the  eye  went 
on  to  a  healthy  condition  so  that  on  June  5,  with  +103+2 
Cyl.  l8ou  he  has  a  vision  of  6/c. 

This  is  another  of  those  special  cases  of  acute  glaucoma 
that  at  times  appear  unexpectedly,  and  in  eyes  in  which  from 
their  peculiar  condition  after  a  free  or  rather  large  iridectomy 
with  extraction  of  the  lens  it  would  not  in  the  least  have  been 
looked  for,  and  in  this  case  it  appeared  only  after  the  extrac- 
tion of  the  capsule  two  months  after  the  cataract  operation. 
I  would  say  that  the  capsule  was  very  readily  drawn  out  with- 
out any  stirring  up  of  the  vitreous.  The  whole  operation  was  a 
very  simple  and  easy  one  such  as  is  frequently  done  in  such 
cases. 


CORRESPONDENCE. 


AMERICAN  OPHTHALMOLOGIC AL  MONOGRAPHS. 


We  publish  the  following  letter,  in  the  hope  to  help  the 
worthy  undertaking  along. 

Cincinnati,  O.,  June,  1890. 
Dear  Doctor. — The  undersigned  will,  if  he  meets  with 
sufficient  encouragement  with  the  first  number,  undertake  the 
publication  of  a  series  of  monographs  and  essays  upon  oph- 
thalmic subjects,  to  be  entitled  "American  Ophthalmological 
Monographs."  They  will  be  issued  at  irregular  intervals;  at  a 
price  of  one  dollar  a  number,  payable  after  delivery  of  each 
number. 

The  design  is  to  furnish  a  medium  through  which  can  be 
published  works  of  merit  that  at  present  have  little  or  no 
chance  of  ever  seeing  the  light.  We  refer  to  a  class  of  works, 
so  many  examples  of  which  appear  in  Germany  and  France: 
Essays  that  are  so  long,  or  so  expensively  illustrated  that  the 
journals  can  not  afford  the  expense  or  space  for  them,  and  no 
publisher  here  will  face  the  almost  inevitable  loss  that  meets 
their  issuance  in  pamphlet  or  book  form.  For  example,  the 
Monograph  on  hand  ready  to  issue  as  the  first  number  will 
make  seventy  to  eighty  pages,  with  some  tenor  twelve  colored 
and  lithographic  plates.  No  matter  how  great  the  merit  of 
such  an  Essay,  no  publisher  will  touch  it  in  this  country. 

Again,  as  such  material  is  usually  the  work  of  the  younger 
men  of  limited  means  (for  those  with  large  practices  generall} 
can  not  find  the  time  necessary  for  original  and  laborious  work 
of  this  character)  their  publication  can  not,  as  a  rule,  be  as- 


flM4) 


Correspon  dence. 


245 


sumed  by  the  authors  on  the  score  of  the  great  attendant  ex- 
pense. 

If,  however,  a  method  of  co-operation  be  utilized,  the  diffi- 
culties can  be  easily  avoided.  With  a  list  of  subscribers 
assured;  and  some  pages  of  selected  advertising  utilized,  the 
expense  can  be  guaranteed.  We  hope  you  will  think  enough 
of  this  movement  to  at  least  make  the  trial  of  getting  out  one 
number.    If  so,  sign  the  enclosed  blank  and  return  it  to 

Yours  very  sincerely,       David  DeBeck,  M.D., 
Ass't  to  Chair  of  Ophthalmology,  Medical  College  of  Ohio, 

Cincinnati,  Ohio. 


AFFECTIONS     OF     THE     CORNEA  FOLLOWING 
ADMINISTRATION    OF    THE  BROMIDES. 


Omaha,  Neb.,  July  27,  1890. 
Editor  American  Journal  of  Ophthalmology. — Allow 
me  to  inquire  through  the  pages  of  your  journal  whether  any 
of  its  readers  have  seen  affections  of  the  cornea  follow  the 
prolonged  administration  of  the  bromides.  The  inquiry  is 
prompted  by  the  following  case:  H.  T.,  aet.  15  years,  un- 
usually strongly-built  boy,  five  years  ago  fell,  striking  the  back 
of  his  head  violently.  After  this  he  began  having  typical  epi- 
leptic convulsions.  These  were  controlled  by  bromide  of 
potassium,  the  dose  running  sometimes  as  high  as  70  grs.  a  day, 
but  most  of  the  time  40  grs.  a  day  was  given.  In  the  spring 
of  1889,  while  taking  40  grs.  daily,  L.  E.  developed  a  keratitis 
which  I  first  saw  several  weeks  after  it  commenced  in  the  form 
of  a  sharply  circumcribed  central  corneal  infiltration  about  5 
mm.  in  diameter;  epithelium  over  this  stippled  but  no  loss  of 
substance;  no  history  of  traumatism.  Under  heat,  quinine  and 
yellow  ointment,  this  infiltration  did  not  clear  up  but  remained 
as  a  permanent  opacity.  The  bromide  was  stopped  during 
the  course  of  the  affection,  but  as  the  convulsions  returned  it 
was  again  resorted  to  in  the  same  doses  as  formerly.  This 
June  while  on  40  grs.  daily,  R.  E.  became  affected  without 
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traceable  cause;  seen  by  me  about  3  days  after.  Examination 
showed  very  fine  linear  branching  losses  of  corneal  epithelium, 
beginning  at  upper  outer  limbus,  one  line  reaching  centre  of 
cornea.  Around  the  end  of  this  line  there  developed  an  in- 
terstitial infiltration  which  in  spite  of  heat,  quinine,  cod-liver 
oil,  and  Fowler's  solution  bids  fair  to  leave  a  central  opacity 
similar  to  that  in  the  left  eye,  though  not  nearly  so  large  nor 
dense. 

Now  while  the  bromide  may  have  nothing  to  do  with  the 
trouble,  the  possibility  cannot  be  denied,  and  the  boy's  father, 
one  of  the  leading  physicians  here,  is  in  the  unfortunate  posi- 
tion of  wanting  to  give  bromides  to  control  the  epilepsy,  yet 
fearing  to  do  so  lest  the  eye-sight  be  further  injured.  Any 
experience  bearing  on  the  case  would  be  gratefully  received 
by  him  and  the  writer.  H.  Gifford, 

1404  Farnam  St.  Omaha,  Neb. 


SOCIETY  PROCEEDINGS. 


AMERICAN  OPHTHALMOLOGIC AL  SOCIETY. 


Twenty-sixth  annual  meeting  held  at  Hotel  Katerskill, 
Catskill  Mountains,  July  16  and  17,  1890. 

Wednesday  Morning. 

The  society  was  called  to  order  by  the  president,  Dr.  Has- 
ket  Derby,  of  Boston. 

The  first  paper  was  that  of  Dr.  W.  F.  Norris,  of  Philadel- 
phia, reporting  two  cases  of 

Brain  Tumor  with  Interesting  Eye-Symptoms. 

Case  I. — Mrs.  X.,  aet.  32  years,  a  strong  vigorous  woman, 
was  seen  in  June,  1889.  During  last  few  months  there  had 
been  failing  eyesight.  No  double  vision.  Movements 
of  lid  and  ocular  muscles  good.  Right  pupil  responded 
promptly  to  light.  The  left  was  slower  in  its  response,  and 
was  larger  than  the  right.  The  ophthalmoscope  showed  a 
low  grade  of  hypermetropia  and  hypermetropic  astigmatism. 
Discs  normal.  The  field  of  vision  in  left  eye  was  defective  in 
upper  outer  quadrant.  In  the  right  eye  the  defect  was  in  the 
upper  and  inner  quadrant,  but  not  so  marked. 

April  4  she  had  a  slight  convulsion.  She  began  to  have 
pain  referred  to  the  right  side  of  the  head  and  eye.  May  6, 
right  optic  disc  began  to  be  hazy  and  slightly  prominent.  Left 
disc  also  swollen.  Both  pupils  sluggish.  Twitching  of  mus- 
cles of  shoulder.  Increased  headache.     Nausea  without  voin- 
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iting.  Diplopia  was  first  noted  May  18.  She  was  seen  by  Drs. 
Wm.  Osier  and  S.  Weir  Mitchell  in  consultation,  and  diagno- 
sis of  a  tumor  of  the  base,  probably  near  the  optic  thalmus, 
was  made.  June  3,  there  was  a  convulsion,  followed  by  nys- 
tagmus. Death  occurred  July  5.  The  diagnosis  was  con- 
firmed by  the  autopsy.  Microscopical  examination  showed 
the  characteristic  appearance  of  glioma. 

Case  II. — Mrs.  Y.  was  seen  in  January,  1889.  She  had  lost 
the  sight  of  one  eye,  and  was  rapidly  losing  that  of  the  other. 
A  year  previously  she  was  seized  with  deafness  in  the  right 
ear,  six  months  later  she  had  an  attack  of  severe  pain  in  the 
right  trigeminus.  Later  there  was  double  vision  and  gradual 
failure  of  sight.  The  right  eye  was  slightly  prominent,  the 
pupil  semi-dilated  and  irresponsive  to  light.  There  was  paral- 
ysis of  the  external  rectus  muscle.  There  was  in  the  right  eye 
a  dense  grayish  haze  of  the  retina,  most  marked  about  the 
nerve.  The  disc  was  slightly  in  advance  of  the  retinal  level. 
In  the  left  eye  vision  was  diminished  and  there  was  a  semi- 
transparent  haze  in  front  of  the  disk.  There  was  loss  of  smell 
in  the  right  side  of  the  nose,  and  the  skin  and  mucous  mem- 
brane on  this  side  was  less  resistent  than  on  the  other.  There 
was  absolute  deafness  on  the  right  side.  Six  days  after  this 
observation  vision  in  the  left  eye  was  entirely  lost.  TJje  pa- 
tient then  returned  to  her  home.  There  was  increased  suffer- 
ing from  headache  and  intense  neuralgia  in  the  superior  and 
inferior  dental  nerves,  especially  on  the  right  side.  A  few 
days  before  death  the  right  eye  became  so  prominent  that  the 
lids  could  not  close  over  it.  June  10,  the  patient  became  com- 
atose and  died. 

The  autopsy  showed  a  large  firm  tumor  occupying  the  sella 
turcica,  extending  on  each  side  along  the  wings  of  the  sphe- 
noid, especially  on  the  right  side,  and  also  toward  the  base  of 
the  skull.  The  growth  was  a  carcinoma  and  involved  the 
second,  third,  fourth,  fifth,  sixth,  seventh  and  eighth  nerves  on 
the  right  side,  and  the  second  and  third  on  the  left  side. 

Dr.  Charles  A.  Oliver,  Philadelphia,  gave  the  history  of  a 
case  of 
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Intracranial  Neoplasm  with  Localizing  Eye  Symptoms; 
Position  of  Tumor  Verified  at  Autopsy. 

The  patient,  a  male  adult,  presented  general  symptoms  of 
right  hemiplegia  and  right  hemianesthesia.  When  first  seen 
by  the  writer  there  was  right  lateral  homonymous  hemianop- 
sia, the  left  field  of  vision  being  smaller,  with  well  marked 
Wernicke  hemiopic  pupillary  reaction  sign.  In  the  remaining 
field  there  were  floating.scotomata  for  green,  more  pronounced 
on  the  left  side,  with  slight  subnormal  color  perception,  also 
more  marked  in  left  field.  In  the  right  fundus  there  was  a 
broad,  superficial  blotch-like  haemorrhage,  extending  over  the 
lower  outer  quadrant  of  the  disc,  with  enlargement  and  tortu- 
osity of  both  the  retinal  veins  and  the  arteries  of  the  same 
side. 

This  grouping  of  symptoms  led  to  a  diagnosis  of  a  gross  in- 
tra-cranial  lesion  near  or  in  the  left  optic  thalmus.  Autopsy 
four  weeks  later  showed  a  glio -sarcoma  involving  the  external 
portion  of  the  left  optic  thalamus,  as  well  as  the  corpus  stria- 
tum, almost  as  far  as  its  anterior  third.  The  left  optic  tract, 
as  far  forward  as  the  optic  chiasm,  was  markedly  flattened  and 
pressed  upon. 

Dr.  G.  C.  Harlan,  Philadelphia,  read  a  paper  on 

Transient  Amblyopia  with  Bi-Temporal  Hemianopsia  in  a 
Case  of  Malarial  Cachexia. 

A  sailor,  set.  22  years,  was  admitted  to  the  hospital  Septem- 
ber 2,  1889,  with  severe  chills  and  fever.  During  the  following 
month  he  exhibited  varied  nervous  symptoms,  headache, 
mania,  hallucinations,  etc.  Quinine  was  given  without  any  ef- 
fect, with  the  exception  of  preventing  a  recurrence  of  the 
chills. 

November  i4,  there  was  diminution  of  sight,  and  the  patient 
could  see  only  in  front.  Vision  existed  only  in  the  nasal 
fields.  November  18,  patient  was  entirely  blind.  The  next 
day  ther,-  was  some  return  of  vision.      Microscopic  examina- 
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tion  showed  pigmented  corpuscles  in  great  number.  Quinine, 
24  grains  daily,  caused  rapid  improvement.  Vision  rapidly 
returned,  and  on  the  24th  was  normal.  By  the  30th,  the  pig- 
mented corpuscles  had  disappeared.  There  was  no  return  of 
the  symptoms. 

Dr.  C.  S.  Bull,  New  York,  read  a  paper  on 

The  Extraction  of  Dislocated  Lenses  From  the  Eye, 
Whether  Transparent  or  Cataractous. 

The  author  maintained  that  in  the  majority  of  cases  it  was 
possible  to  extract  a  lens,  dislocated  into  the  vitreous,  by  ex- 
ternal manipulation,  without  the  introduction  of  any  instru- 
ment into  the  eye.  The  manipulation  may  be  described  as 
follows:  The  lids  are  held  open  by  a  wire  speculum,  and  the 
section  made  upward  with  a  narrow  knife.  The  speculum  is 
then  removed,  and  the  upper  lid  lifted  away  from  the  ball 
with  a  wire  elevator.  Pressure  is  then  made  against  the  lower 
part  of  the  eye-ball,  the  pressure  being  made  directly  back- 
ward; the  lens  will  be  seen  to  rise  and  appear  at  the  pupil. 
Sometimes  it  comes  through  the  pupil,  but  occasionally  the 
use  of  a  blunt  hook  or  wire  spoon  becomes  necessary.  If  con- 
tinued pressure  fails  to  push  the  lens  through  the  pupil  or  oc- 
casions prolapse  of  the  vitreous,  some  other  method  must  be 
substituted.  For  a  number  of  years  he  had  not  found  it  nec- 
essary to  introduce  a  spoon  into  the  vitreous  chamber  to  re- 
move a  dislocated  lens  floating  in  the  vitreous. 

Dr.  C.  S.  Bull  presented  some  further  considerations  on  the 

Simple  Operation  for  the  Extraction  of  Cataract. 

The  paper  was  based  upon  some  160  cases  of  cataract  ex- 
traction without  iridectomy.  The  method  of  operation  and 
the  complications  liable  to  arise  were  discussed  in  detail.  The 
advantages  claimed  were:  (1)  If  successful  without  complica- 
tion, the  natural  appearance  of  the  eye  is  preserved.  (2)  The 
acuteness  of  vision  is  greater  than  with  the  older  operation. 
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(3)  Eccentric  vision  is  decidedly  better.  (4)  Small  particles 
of  the  capsule  are  less  likely  to  be  incarcerated  in  the  wound. 
(5)  It  is  a  shorter  operation  in  point  of  time.  (6)  As  there  is 
no  iridectomy,  there  is  little  or  no  haemorrhage. 

The  disadvantages  are  that  the  technique  is  more  difficult 
than  that  of  the  old  operation,  the  corneal  section  must  be 
larger;  the  section  must  be  performed  rapidly  and  there  is  dan- 
ger of  the  iris  falling  upon  the  knife;  the  cleansing  of  the  pu- 
pillary space  and  posterior  chamber  is  more  difficult;  posterior 
synechia  and  incarceration  and  prolapse  of  iris  is  more  com- 
mon.   The  operation  is  not  applicable  to  all  cases. 

Dr.  Hasket  Derby,  of  Boston,  reported 

Eight  Cases  of  Double  Zonular  Cataract  Among  Ten 
Members  of  the  Same  Family. 

Removal  of  a  Large  Exostosis  of  the  Orbit  with  Preser- 
vation of  the  Eye. 

By  Dr.  T.  R.  Pooley,  New  York. 

The  patient  was  an  Irish  girl,  aet.  23  years,  who  came  under 
observation  Aug.  21,  1888.  Two  years  before  she  had  noticed 
protrusion  of  the  right  eye-ball.  At  the  upper  inner  angle  of 
the  orbit  a  hard  tumor  could  be  felt.  A  diagnosis  of  orbital 
exostosis  was  made  and  confirmed  by  exploratory  incision. 
The  patient  then  dissappeared  until  Feb.  o,  1890,  when  she 
returned  with  pronounced  optic  neuritis.  V.— -°/cc.  Next  day 
there  was  great  pain  in  and  about  the  orbit  with  rise  of  tem- 
perature and  mild  delirium.  Exophthalmus  was  increased  and 
immediate  operation  urged.  The  tumor  was  then  removed  by 
the  use  of  the  chisel,  the  mallet  not  being  required.  The 
bony  growth  measured  39x28x30  mm.  and  weighed  26 
grammes.  The  patient  was  discharged  at  the  end  of  3  weeks 
and  vision  gradually  increased  to  20  M.  and  all  evidence  of  neu- 
ritis disappeared. 
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Operation  for  Ectropion  of  the  Lower  Lid  by  the  Slid- 
ing Flap  Method. 

By  Dr.  T.  R.  Pooley,  New  York. 

The  object  of  the  communication  was  to  show  the  adapta- 
bility of  this  operation  to  the  relief  of  cicatrical  contraction. 
The  patient  was  a  woman  suffering  with  ectropion  resulting 
from  cicatrical  contraction  following  the  removal  of  epitheli- 
oma of  the  lower  lid.  The  conjunctiva  to  the  cul-de-sac  was 
exposed;  a  flap  was  slid  from  the  temporal  region  to  fill  the 
gap  in  the  lower  lid.  The  patient  was  discharged  ten  weeks 
later  with  a  perfect  result. 

Case  of  a  Foreign  Body  Remaining  in  the  Eye  About 
Twenty  Years,  Followed  by  Abscess  in  the 
Scleral   Wall,  Opened  and 
Recovery. 

By  Dr.  B.  L.  Millikin,  Cleneland,  O. 

On  March  18,  1871,  E.  M.  O.,  aet.  10  years,  was  struck  in 
the  right  eye  by  a  bit  of  musket-cap,  which  he  supposed  at  the 
time  did  not  enter  the  eye.  Following  the  injury  the  eye  was 
greatly  inflamed,  confining  him  to  his  room  nearly  three 
months.  The  eye  gave  no  further  trouble  and  vision  was  fair 
until  1883,  when  he  had  an  attack  of  severe  inflammation  in  it. 
The  eye  again  improved  with  fair  vision,  and  remained  well 
until  1887,  when  it  again  became  red  and  painful  with  failure 
of  sight. 

The  patient  was  seen  for  the  first  time  Feb.  28,  1888.  Three 
or  four  days  before,  another  attack  of  inflammation  had  oc- 
curred. The  cornea  showed  a  linear  opacity.  Behind  this 
was  a  slit  in  the  ins.  The  ophthalmoscope  showed  an  oblique 
tract  directly  through  the  body  of  the  lens.  In  the  anterior 
portion  of  the  vitreous  was  plainly  seen  a  grayish-white  body 
projecting  into  the  vitreous;  this  had  the  appearance  of  an  en- 
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cysted  body.  Vision  in  right  eye  =6/XTXYi,  in  left  eye  G/Vi.  There 
was  tenderness  on  pressure  over  the  position  of  the  body. 

September,  1889,  he  had  another  severe  inflammatory  at- 
tack, but  was  not  seen  until  November  27.  Under  active 
treatment  the  inflammation  subsided. 

In  December  an  enlargement  appeared  over  the  position  of 
the  enlarged  body  and  rapidly  increased  in  size.  January  14, 
the  eye-ball  was  free  from  any  general  inflammation,  but  the 
projection  over  the  foreign  body  had  increased  in  size.  Under 
cocaine  a  needle  was  passed  through  the  swelling  and  came  in 
contact  with  a  hard  body.  A  triangular  portion  of  the  con- 
junctiva was  then  dissected  off  and  an  incision  made  into  the 
swelling.  Three  or  four  drops  of  pus  escaped.  With  a  spoon 
a  number  of  hard,  black  particles  were  scraped  out.  As  much 
as  possible  of  the  interior  of  the  sac  was  removed  with  the 
spoon,  forceps  and  scissors.  The  sclera  was  at  least  a  centi- 
metre thick  at  this  point.  The  eye  recovered  without  a  bad 
symptom;  the  body  previously  seen  in  the  vitreous  chamber 
had  disappeared.  By  January  22,  V.=3/xxx.  Since  the  opera- 
tion there  has  been  no  return  of  the  inflammatory  attack. 

Foreign  Body  in  the  Orbit. 
By  Dr.  W.  F.  Norris,  Philadelphia. 

Case  i.  T.  R.  came  under  observation  on  account  of  pain 
in  the  left  forehead  and  orbit.  The  eye-ball  of  that  side  was 
wanting.  The  orbit  was  filled  with  a  mass  sensitive  to  the 
touch  and  at  the  bottom  of  the  cavity  was  an  opening  dis- 
charging pus.  The  piobe  detected  a  hard  body.  He  had 
been  struck  18  months  before  by  an  exploding  railroad  torpe- 
do, shattering  the  left  eye,  which  was  enucleated  by  a  surgeon, 
but  the  orbit  had  never  healed.  The  patient  was  etherized 
and  a  large  piece  of  metal  which  had  formed  the  shell  of  the 
torpedo  was  removed  by  forceps. 

Case  2.  P.  B.,  ast.  47  years,  was  struck  in  the  eye  by  a 
piece  of  nail  which  flew  from  a  piece  of  wood  he  was  sawing 
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with  a  circular  saw.  Some  days  after  the  accident  he  came 
to  the  hospital:  There  was  an  opening  through  the  lower  lid 
and  the  sclerotic  conjunctiva.  A  minute  black  point  was  seen 
projecting  from  the  eye  which  was  found  to  be  metallic,  and 
on  removal  it  proved  to  be  a  nail  3/<  of  an  inch  in  length. 

Complete  Paralysis  of  the  Lateral  Movements  of  Both 
Eyes,  Ability  to  Converge,  Remaining  Intact. 

By  Dr.  B.  L.  Millikin,  Cleveland,  O. 

M.  M'L.,  aet.  33  years,  Irish,  laborer,  presented  himself 
March  21,  1890.  Twelve  years  ago  first  noticed  that  he  saw 
things  double,  but  this  passed  off  in  a  short  time.  For  the 
past  few  weeks  had  been  much  annoyed  by  the  double  im- 
ages. The  patient  has  been  addicted  to  the  excessive  use  of 
alcohol,  but  denies  syphilis.  In  each  eye  V.— 6/u-  When 
winking  the  left  eye  does  not  close  as  rapidly  as  the  right. 
The  eyes  follow  an  object  carried  up  and  down  in  front  of 
them,  but  in  no  position  of  the  field  can  the  eyes  be  seen  to 
move  laterally.  When  the  eyes  fix  an  object  and  this  is 
carried  towards  the  eyes,  they  are  seen  to  converge  so  that 
the  object  may  be  carried  to  within  7  or  eight  inches  of  the 
eyes;  pupillary  reaction  is  normal.  Each  optic  disc  was 
small,  round,  with  a  narrow  choroidal  ring,  slightly  deepened 
pearly  color,  and  slight  degree  of  H.  There  were  no  nervous 
symptoms  and  no  history  of  previous  illness.  Ten  grs.  of  io- 
dide of  potassium  3  times  daily  was  ordered,  but  only  a  few 
doses  taken.  By  April  4  the  lateral  movement  of  the  right 
eye  seemed  normal  and  that  of  the  left  eye  was  improving. 
The  patient  then  passed  from  observation. 

Dr.  Charles  E.  Rider  read  a  paper  on 

The  Winking  Test. 

The  object  of  the  paper  was  to  point  out  the  relation  that 
exists  between  the  ability  to  close  one  eye  independently  of 
the  other,  and  the  acuteness  of  vision.    The  attention  of  the 
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writer  was  directed  to  this  relation  by  the  fact,  which  he  had 
frequently  noted,  that  such  persons  as  surveyors,  sportsmen, 
and  others  who  use  one  eye  for  sighting  objects,  as  a  rule, 
close  the  poorer  eye.  Noting  this,  he  was  led  to  make  a  study 
of  a  series  of  cases,  numbering  300.  The  results  obtained 
were  as  follows.  The  term  isopia  was  suggested  to  indicate 
those  having  equal  vision  in  the  two  eyes,  and  anisopia  to  in- 
dicate those  having  unequal  vision. 

300  cases. 
Cannot  wink, 

Wink  equal, 
Wink  unequal, 


Isopia 


f  Wink  equal, 
Anisopia  I  Wink    f  Better  eye, 
(  \  Poorer  eye, 


Male. 

Female. 

1 

30 

30 

33 

4 

27 

17 

12 

4 

12 

64 

66 

I20 

180 

Of  anisopic  males  who  wink  unequally,  94  wink  the  poorer 
eye,  and  of  females  84  wink  the  poorer  eye. 

The  practical  applications  of  this  test  were  referred  to,  and 
its  availability  in  certain  medico-legal  cases  mentioned. 

Dr.  J.  N.  Lippincott,  of  Pittsburg,  read  a  paper  on 


New  Tests  for  Binocular  Vision. 


The  tests  suggested  are  the  outcome  of  some  observations 
and  experiments,  the  result  of  which  were  published  in 
Knapp ' s  Archives  for  March,  1889,  under  the  title  of  "Binocu- 
lar Metamorphosia  Produced  by  Correcting  Glasses."  In  prac- 
tice, a  convex  cylindrical  lens  of  2  or  2.5  dioptres,  axis  verti- 
cal, is  held  before  one  eye,  and  the  patient  is  asked  which  side 
of  a  card,  ten  or  twelve  inches  square,  held  at  the  reading  dis- 
tance, appears  the  higher.  The  question  is  repeated  with  the 
axis  of  the  cylinder  horizontal.  Then  a  concave  cylinder  is 
substituted  for  the  convex  cylinder,  etc.  The  principal  advan- 
tages which  may  be  claimed  for  these  tests,  which  are,  in  fact, 
steroscopic  tests  without  a  stcroscope,  is   their   variety  and 
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simplicity,  and,  moreover,  the  patient  can  be  more  closely 
watched  when  under  observation,  than  if  his  eyes  are  hid  be- 
hind the  pieces  of  the  stereoscope. 

Dr.  B.  Alexander  Randall  read  a  paper  on 

Can  Hypermetropia  be  Healthfully  Outgrown? 

The  writer  claimed  that  the  investigations  showing  the  pre- 
dominance of  hypermetropia  and  the  rarity  of  emmetropia  had 
not  been  properly  accepted.  The  assumption  of  the  preva- 
lence of  emmetropia  has  little  basis,  and  the  claim  that  the  hy- 
permetropia which  preponderates  in  infancy  is  really  less  in 
childhood,  and  has  passed  away  at  maturity,  is  in  conflict  with 
the  best  attested  facts.  Even  the  decrease  of  the  grade  of  de- 
fect from  infancy  onward  is  slight,  if  indeed  actual.  He  cited 
the  results  of  all  the  investigations,  giving  data  as  to  the  rela- 
tion of  age  to  refraction.  These  showed  a  very  slight  decrease 
in  the  grade  of  hypermetropia,  a  decrease  which  is  really 
surprisingly  small  in  view  of  the  large  amount  of  pathological 
tendency  towards  myopia  which  has  been  observed.  The 
author  therefore  held  that  all  tendency  toward  emmetropia 
and  myopia  was  pathological,  not  physiological. 

Dr.  Henry  D.  Noyes,  New  York,  read  a  paper  on 

Treatment  of  Muscular  Asthenopia,  and  Its  Results. 

The  paper  was  a  statistical  one  from  which  certain  deduc- 
tions were  drawn.  It  was  based  upon  a  study  of  100  consecu- 
tive cases  of  muscular  asthenopia,  in  which  prisms  were  em- 
ployed. The  cases  had  all  been  under  observation  sufficiently 
long  to  render  the  results  worthy  of  study.  Coexisting  errors 
of  refraction  were  found  in  certain  cases  but  the  influence  of 
such  errors  in  the  causation  of  the  symptoms  was  excluded. 
Among  the  cases  reported  there  were  60  males  and  40  females. 
The  occupation  of  three-fourths  of  the  cases  was  such  as  to 
demand  persistent  eye  strain.  The  majority  of  the  patients  were 
in  good  health,  less  than  40%  being  in  a  feeble  condition. 
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The  symptoms  noted  were  ocular  and  general.  Among  the 
former  were  pain,  blurring  and  unsteadiness  of  print,  inability 
to  look  at  moving  objects,  inability  to  look  fixedly  at  any  ob- 
ject, difficulty  from  seeing  the  nose,  photopsia,  unsteadiness 
of  the  globe,  spasm  of  the  accomadation,  and  conjunctivitis. 
Among  the  general  symptoms  found  were  headache  which  often 
presented  the  singular  feature  of  occurring  on  first  waking  and 
increasing  during  the  day,  vertigo,  nausea,  insommia,  melan- 
cholia, pain  in  remote  parts,  tenderness  over  the  orbital  nerve 
and  nasal  catarrh. 

A  study  of  refraction  showed  emmetropia  in  47,  hyperme- 
tropia  in  25,  myopia  in  none,  astigmatism  27,  hypermetropic 
astigmatism  21,  myopic  astigmatism  4,  mixed  astigmatism' 2, 
and  anisometropia  1. 

The  muscles  affected  were  as  follows:  Weakness  of  the 
externi,  92;  weakness  of  the  interni,  4;  general  weakness  of  all 
the  muscles,  1.  In  five  cases  there  was  in  addition  a  vertical 
error.  It  is  to  be  observed  that  the  proportion  of  cases  of  weak- 
ness of  the  externi  is  not  so  great  as  would  seem  from 
this  report.  The  proportion  as  probably  about  75  %. 

In  the  treatment  of  these  cases  attention  was  first  paid  to  the 
indications  presented  by  the  condition  of  the  general  health. 
Many  patients  had  been  subjected  to  general  and  local  treat- 
ment without  relief.  In  some  cases  the  use  of  prisms  was  at 
first  tentative.  In  more  than  half  the  cases  headache  was  a 
prominent  symptom  It  was  in  most  instances  relieved  by  the 
use  of  prisms,  in  some  it  was  lessened  and  in  a  few  it  was  not 
benefited  at  all.  In  the  larger  number  of  cases,  prisms  were 
worn  constantly.  The  final  results  were,  complete  relief  in  74 
cases,  moderate  relief  in  5,  no  relief  in  13,  temporary  relief 
in  6. 

The  Report  of  the  Committee  on  Blindness. 

was  then  called  for  and  read  by  the  Chairman,   Dr.  Lucien 
Howe  of  Buffalo. 
The  study  made  by  the  committee  showed  that  about  20%, 
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of    the    cases    of    blindness     were    due    to  ophthalmia 
neonatorum  and  purulent  ophthalmia  and  suggested  certain 
means  of  prevention  in  the  way  of  legal  enactments. 
Dr.  L.  Howe  also  read  a  paper  on 

Legislation  for  the  Prevention  of  Blindness. 

w\s  nearly  one-fifth  of  all  the  blind  in  the  various  asylums  are 
there  because  of  ophthalmia  neonatorum  and  as  nearly  all 
these  cases  could  be  cured  if  seen  in  the  very  first  stages  of 
the  disease,  therefore  the  writer  urged  the  necessity  of  requir- 
ing nurses  to  report  promptly  every  such  case  to  some  proper 
medical  officer.  In  other  countries  stringent  regulations  have 
been  adopted  in  this  respect  concerning  the  duty  of  midwives 
and  it  was  deemed  in  every  way  desirable  to  obtain  as  far  as 
possible  here  also  the  enactment  of  laws  similar  to  that  re- 
cently passed  by  the  legislature  of  New  York.  This  is  as  fol- 
lows: 

Sec.  i.  Should  any  midwife  or  nurse  having  charge  of 
an  infant  in  this  State  notice  that  one  or  both  eyes  of  such  in- 
fant are  inflamed  or  reddened  at  any  time  within  two  weeks 
after  its  birth,  it  shall  be  the  duty  of  such  midwife  or  nurse  so 
having  charge  of  such  infant  to  report  the  fact  in  writing  with- 
in six  hours  to  the  health  officer  or  some  legally  qualified 
practitioner  of  medicine  of  the  city,  town  or  district  in  which 
the  parents  of  the  infant  reside. 

Section  II.  Any  failure  to  comply  with  the  provisions  of  this 
act  shall  be  punishable  by  a  fine  not  to  exceed  $100.00,  or  im- 
prisonment not  to  exceed  six  months  or  both. 

Section  III.  This  act  shall  take  effect  on  the  first  of  Sep- 
tember, 1890. 

Dr.  J.  A.  Andrews  of  New  York,  read  a  paper  entitled 

Purulent  Ophthalmia. 

It  has  been  claimed  that  the  gonococcus  was  the  cause  of 
gonorrhoea  and  that  purulent  ophthalmia  was  due  to  the  same 
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cause.  The  writer  has  made  a  number  of  examinations  to  see 
if  the  gonococcus  were  always  present  in  these  two  affections, 
he  had  found  the  gonococcus  in  all  cases  of  acute  urethral  gon- 
orrhoea. In  144  cases  of  chronic  urethral  gonorrhoea,  he  had 
found  it  in  108  cases.  In  the  purulent  ophthalmia  of  adults, 
the  gonococcus  was  found  in  all  cases.  In  the  purulent  oph- 
thalmia of  infants  between  the  ages  of  two  and  three  months 
it  was  found  in  3  cases  out  of  9  examined.  This  makes  364 
cases  examined  with  the  discovery  of  the  gonococcus  in  322. 
In  nearly  all  cases  the  staphylococcus  pyogenes  aureus  was 
also  present. 

In  the  treatment  of  purulent  ophthalmia  the  uninterrupted 
application  of  cold,  washing  with  a  saturated  solution  of  boric 
acid  and  the  use  of  a  solution  of  nitrate  of  silver  not  exceeding 
2%  was  urged.  The  solution  of  silver  is  to  be  applied  once  or 
oftener  during  the  day  according  to  the  indications.  If  the  dis- 
charge is  not  profuse,  once  a  day  is  sufficient.  If  the  discharge 
and  swelling  increase,  the  application  may  be  made  more  fre- 
quently. Nitrate  of  silver  is  not  well  borne  when  there  is  lit- 
tle inflammation.  The  writer  has  found  experimentally  that  a 
2%  solution  of  nitrate  of  silver  destroyed  the  infective 
properties  of  the  pus  in  from  six  to  ten  seconds. 

Dr.  Andrews  also  exhibited  a  drawing  of 

Cystlike  Bodies  of  the  Conjunctiva. 

These  occurred  in  a  child  five  years  of  age,  whose  mother 
and  brother  had  trachiomia.  The  child  itself  had  no  affection 
of  the  cornea  or  trouble  with  the  eye.  The  microscope  showed 
that  they  consisted  of  unpertropied  conjuncsival  tissue. 

Chas.  W.  Kollock,  Charleston,  read  a  paper  entitled 

A  Form  of  Xerosis. 

The  author  described  a  form  of  disease  commonly  seen 
among  weak  scrofulous  colored  children  which  differed  from 
xerosis  as  commonly  seen  in  that  the  conjunctiva  is"  never  con- 
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tracted,  the  cornea  although  more  or  less  affected  is  never  de- 
stroyed and  under  proper  treatment  recovery  takes  place. 
Dr.  Kollock  also  reported 

Two  Cases  of  Glaucoma,  Presenting  Certain  Interesting 

Features. 

In  one  case,  aet.  50  years,  iridectomy  was  performed,  but  the 
operation  was  followed  by  increased  tension  lasting  two  days 
A  four  grain  solution  of  eserine  was  then  instilled  every  half 
hour.    Under  this  the  tension  rapidly  fell  to  normal. 

Dr.  W.  F.  Mittendorf,  of  New  York,  reported  a  case  of 

Embolism  of  the  Upper  Branch  of  the  Retinal  Artery 
with  Normal  Vision. 

In  which,  owing  to  the  peculiar  anatomical  arrangement  the 
macula  lutea  was  supplied  by  the  lower  branch  of  the  retinal 
artery.  In  the  lower  part  of  the  field  vision  was  absent,  but  in 
the  remaining  parts  of  the  field  it  was  normal.  The  treatment 
consisted  of  pressure,  massage  and  digitalis.  Vision  is  now 
returning  in  the  lower  portion  of  the  field. 

.    A  Case  of  Recurrent  Irido-Choroido-Retinitis. 

By  Dr.  Samuel  Theobald,  Baltimore. 

Ida  R.,  set.  25  years,  was  seen  July  8,  1889.  Her  general 
condition  was  fairly  good.  There  was  no  evidence  of  congen- 
ital or  acquired  syphilis.  She  was  suffering  from  recurrent  at- 
tacks of  inflammation  in  the  left  eye,  which  she  said  had  be- 
gun two  years  before  and  had  destroyed  the  sight  of  that  eye 
six  weeks  before  coming  to  the  hospital.  The  eye  had  evi- 
dently been  the  seat  of  severe  irido-choroido-retinitis.  The 
right  eye  showed  no  signs  of  disease.  Enucleation  of  the  left 
eye  was  strongly  urged.  This  was  declined.  She  was  put  on 
small  doses  of  iodide  of  potassium  with  instillation  of  atropin 
to  the  affected  eye.    Dec.  6  she  again  came  to  the  hospital, 
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having  had  an  attack  of  inflammation  in  the  right  eye  three 
weeks  before.  The  eye  was  somewhat  improved  V.=15/t,xx- 
The  left  eye  was  at  once  enucleated  and  atropin  applied  to 
the  right  eye.  The  next  day  the  ophthalmoscope  showed  that 
in  the  right  eye  there  had  been  a  mild  attack  of  iritis  and 
slight  inflammatory  changes  could  be  seen  in  the  retina. 
Iodide  of  potassium  and  biniodide  of  mercury  were  ordered 
and  the  eye  slowly  improved.  Dec.  23,  V.=15/i,-  Jan.  3,  1890, 
another  attack  of  inflammation  suddenly  appeared  without 
cause,  V.=7/cc-  The  iodide  was  increased  to  five  grains  ev- 
ery three  hours  and  a  large  blister  applied  to  the  nape  of  the 
neck.  Jan.  8,  vision  had  improved  to  15/cc,  but  there  was  evi- 
dence of  commencing  ir'tis.  The  iodide  was  now  substituted 
by  hydrarg.  biniodide  gr.  '/16  three  times  a  day  and  applica- 
tion of  atropia  to  the  eye.  The  eye  steadily  improved  and  by 
Jan.  28  V.=,s/xlv-  Feb.  1 1,  the  inflammation  recurred.  By 
March  10  this  attack  had  been  recovered  from.  Another  re- 
lapse occurred  March  28.  As  the  attacks  seemed  to  recur 
with  a  certain  degree  of  regularity,  quinia  was  tried.  Under 
this  there  was  improvement.  May  28  there  was  a  most  severe 
attack.  June  13,  tension  for  the  first  time  was  found  about 
normal;  the  condition  of  the  eye  steadily  grew  worse,  and- June 
24  iridectomy  was  decided  upon  as  a  last  resort.  It  was  found 
impossible  to  grasp  the  iris  with  forceps,  and  as  a  result  the 
intended  iridectomy  was  converted  into  a  simple  sclerotomy. 
The  effect  of  the  operation  was  most  satisfactory.  July  7  she 
left  hospital  suffering  no  pain,  but  the  vitreous  was  as  cloudy 
as  before,  and  it  was  impossible  to  determine  that  there  was 
even  light  perception. 

Syphilis  could  be  almost  certainly  excluded  in  this  case. 
The  most  probable  explanation  is  that  the  inflammation  was 
through  the  medium  of  the  sympathetic  or  trophic  nerves  and 
was  dependent  upon  pathological  changes  in  the  ganglionic 
changes  which  have  to  do  with  the  nutrition  of  the  eye. 
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A  Contribution  to  Ocular  Tumors. 

By  Dr.  W.  H.  Carmalt,  New  Haven. 

Four  cases  of  ocular  tumors  were  reported,  two  of  sarcoma 
of  the  conjunctiva  and  two  of  glioma.  One  of  the  latter  was 
a  case  of  double  glioma  in  an  infant,  set.  years.  Both  eyes 
were  enucleated  and  so  far  there  has  been  no  return,  a  period 
of  one  year. 

In  the  second  case  the  condition  was  not  diagnosed,  as 
the  lens  was  cataractous  and  nothing  could  be  seen.  Later 
on  there  was  great  pain  and  the  eye  became  disorganized  and 
was  removed.  A  year  later  the  child  again  appeared  with  the 
orbit  filled  with  a  neoplasm.  The  condition  was  then  recog- 
nized, the  growth  was  thoroughly  removed  and  the  parts  cau- 
terized with  chloride  of  zinc.  Five  months  later,  just  as  heal- 
ing was  about  completed,  indications  of  cerebral  trouble  ap- 
peared, and  in  about  ten  days  the  child  died.  At  the  autopsy 
a  tumor  was  found  occupying  the  anterior  portion  of  the  brain; 
a  second  growth  was  found  in  the  cerebellum  on  the  right 
side. 

Dr.  E.  J.  McKay,  Wilmington,  Del.,  reported 
A  Case  of  Orbital  Cellulitis. 
Progressive  Astigmatism, 
By  Dr.  Edward  Jackson,  Philadelphia. 

The  author  reported  seventeen  cases  in  which  the  increase 
of  astigmatism  in  hyperopic  eyes  had  made  needful  a  change 
of  the  correcting  lenses.  Such  an  increase  seems  to  occur  in 
about  two  per-cent  of  all  cases.  It  may  be  due  to  chrome 
congestion  of  the  eye  from  eye  strain,  resembling  progressive 
myopia,  or  to  a  congenital  tendency  of  the  eye  to  develop 
thus  asymmetrically.  The  latter  mode  of  origin  was  pointed  to 
by  the  blood  relationship  of  several  similar  cases.  Bearing 
these  cases  in  mind,  the  surgeon  could  not  promise  that  the 
astigmatism  of  an  eye  would  remain  constant,  or  assume  that 


Society  iToceedings.  263 

a  colleague  had  been  mistaken  simply  because  lenses  previous- 
ly ordered  by  him  did  not  suit  the  case. 

Three  Noteworthy  Cases  of  Ametropia. 

By  Dr.  Samuel  Theobald,  Baltimore. 

The  noteworthy  feature  in  these  three  cases  was  the  exis- 
tence in  each  of  so  much  better  near  vision  than  the  age  and 
refractive  condition  of  the  patient  appeared  to  warrant.  In 
two  of  them  (cases  I  and  3)  it  seemed  as  though  the  lids  were 
used  (as  they  can  be  by  narrowing  the  palpebral  aperture  and 
altering  the  corneal  curve)  to  render  the  retinal  images  more 
distinct.  In  one  case  (case  2)  it  was  noted  that  the  pupils 
were  exceedingly  small.  In  case  3  it  is  noted  that  the  pupils 
were  not  unusually  small. 

The  detailed  histories  of  the  three  cases  were  then  given: 

Case  i. — Male,  set.  50  years,  suffering  with  asthenopia, 
headache,  etc.  Had  never  worn  glasses  for  distant  vision,  but 
for  near  vision  he  used  -fV:toS.  With  this  he  read  Jouger  I  at 
8  inches.  The  ciliary  muscle  was  active.  It  was  found  that 
in  the  right  eye  there  was  H.'/g  and  in  the  left  H.'/s  with 
As.1/^.  With  this  corrective  vision  which  without  glasses  was 
only  20/c(?)  was  brought  up  to  20/xx- 

Case  2. — Dr.  T.,  aet.  59  years,  suffered  with  asthenopia  and 
hyperaemia  of  lids  and  conjunctiva.  The  pupils  were  excep- 
tionally small.  For  near  vision  he  used  +Vi8s»  reading  J.  No. 
1  with  the  left  eye  and  J.  No.  2  with  right  eye.  He  was  found 
to  have  in  the  right  eye.  H.l/ie  (V.=2%*+)  and  in  the  left  eye 
H.'/io  (V.=!!0/xxjc)-  For  near  vision  the  best  results  were  ob- 
tained with  +y9s  lor  right  eye  and  +V10S  for  left  eye. 

Case  3. — Mrs.  R.,  aet.  54  years,  never  wore  glasses,  but  had 
been  able  to  read  the  small  type  of  a  newspaper.  Her  mani- 
fest error  of  refraction  as  corrected  was  R.E.+6.D.  cyl.  ax. 
700.  L.E.-1-4.25D.  cyl.  ax.  no0  and  in  near  vision  the  addi- 
of  1.50D.  spher.  to  these  cylinders  gave  the  most  satisfactory 
effect. 
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An  Analysis  of  the  Ocular  Symptoms  Found  in  the  Third 
Stage  of  General  Paralysis  of  the  Insane. 

Dr.  Charles  A.  Oliver,  of  Philadelphia,  read  a  paper  on  this 
subject. 

In  an  analysis  of  some  of  the  ocular  symptoms  in  this  dis- 
ease, the  author  after  making  thirty-three  special  observations 
of  the  motor,  sensory  and  purely  local  conditions,  arrives  at 
the  following  summary  and  conclusions: 

1.  The  oculo-motor  symptoms  of  the  third  stage  of  general 
paralysis  of  the  insane,  which  consist  in  varying  though 
marked  degrees  of  loss  and  enfeeblementof  response  to 
light-stimulus,  accomodative  effort  and  converging  power:  les- 
sening of  ciliary  muscle  tone  and  action,  weakening  and  in- 
sufficiency of  the  extra-ocular  muscle  motion,  all  show  paretic 
and  paralytic  disturbances  connected  with  the  oculo-motor 
apparatus  itself.  All  of  greater  amount  and  of  more  serious 
consequences  than  those  seen  in  the  same  apparatus  during 
the  second  stage  of  the  disease. 

2.  The  sensory  changes  of  the  third  stage  of  general  paraly- 
sis of  the  insane  which  though  similar  to  those  found  in  the 
second  stage  of  the  disorder  are  so  pronounced  as  to  show  a 
semi-atrophic  condition  »f  the  optic  nerve  head  and  a  marked  re- 
duction in  amount  of  both  nerve  and  retintal  circulations  with 
consequent  livening  of  centric  and  eccentric  vision  for  both 
form  and  color.  All  indicate  a  degenerate  condition  of  the 
censory  position  of  the  ocular  apparatus  with  impairment  of 
sensory  nerve  action. 

3  The  peculiar  local  changes  seen  in  these  cases,  which  con- 
sist in  conditions  of  the  choroid  and  retina  indicative  of  more 
pronounced  local  disturbances  and  irritation  of  these  tunics 
than  those  found  in  the  second  stage  of  the  disease,  all  repre- 
sent the  result  of  greater  wear  and  te^r  given  to  a  more  deli- 
cate and  more  greatly  weakened  organ. 

4.  Both  the  motor  symptoms  and  the  sensory  changes  as 
thus  described  in  the  advanced  or  third  stage  of  general  paraly- 
sis of  the  insane  furnish  not  only  evidence  of  local  disturbance 


Society  J'roct  >  dings. 


i't;;, 


of  a  more  pronounced  type  than  those  found  in  the  second 
stage  of  the  disorder,  but  plainly  show  themselves  as  some  of 
the  many  peripheral  expressions  of  fast  approaching  degenera- 
tion and  dissolution  of  nerve  elements;  most  probably  connect- 
ed with  related  cortex  disintegration  and  death. 
Dr.  John  Green  of  St.  Louis  read  a  paper  entitled 

An  Elementary  Discussion  of  Some  Cases  of  Tipped  Spec- 
tacle Glasses. 

A  New  Operation  for  Symblepharon 

was  described  by  Dr.  George  C.  Harlan,  Philadelphia. 

In  this  case  the  lower  portion  of  the  lid  was  adherent  to  the 
eye  ball  as  the  result  of  the  inflammation  following  an  injury 
from  molten  metal.  The  lid  was  first  dissected  from  the  eye 
ball  and  the  skin  cut  through  except  at  the  attachment  at  each 
end.  A  flap  of  skin  of  sufificieut  size  was  then  dissected  be- 
low and  turned  up  so  that  the  fresh  surface  was  applied  to  the 
lid  and  the  skin  surface  took  the  place  of  the  conjunctiva. 
The  result  had  been  very  satisfactory. 

Dr.  S.D.  Risley  and  B.  Alex.  Randall,  of  Philadelphia,  read 
a  paper  entitled 

Cyst  of  the  Iris  following  a  Penetrating  Wound  at  the 
Corneal  Margin  which  caused  Sympathetic  Neuro- 

retinitis. 

A  boy,  aet.  ioyears,  was  struck  on  Dec.  1 2,  18S2,  by  an  air  gun 
dart  in  the  left  eye  which  penetrated  to  the  lens  and  its  with- 
drawal was  followed  by  prolapse  of  the  iris.  This  being  ir- 
reducible was  drawn  out  and  excised  and  healing  resulted 
with  a  slightly  cystoid  scar.  The  right  eye  had  been  weak 
and  watering  and  on  Jan.  22  showed  distinct  neuro-retinitis 
and  the  vision  quickly  fell  from  2'7xxv  to  20/xl-  Under  alter- 
atives and  atropine  he  improved  until  with  +2  vision  equalled 
J0/xxx+  on  March  17  and  l0/*«  on  April  18.  Two  months 
later  there  was  a  sudden  attack  of  blindness  with  an  eptilept- 
oid  seizure.  A  year  later  vision  with  the  right  eye  was  20/xx 
and  with  the  left  fingers  at  two  feet.    In  March,  1S90,  he  re- 
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turned  with  the  left  eye  red  and  watery  and  with  a  cyst  of  the 
lower  part  of  the  iris.  Vision  nil,  tension  slightly  diminished. 
Enucleation  was  advised.  After  a  delay  of  two  months,  dur- 
ing which  time  the  cyst  increased  in  size  and  vision  declined 
in  the  right,  the  eye  was  enucleated.  The  microscopic  exam- 
ination has  not  yet  been  completed,  but  there  is  no  sarcoma 
in  the  vitreous  chamber. 

Dr.  O.  F.  Wadsworth,  Boston,  read  a  paper  entitled 

Thrombosis  of  the  Arteria  Centralis;  Central  Vision  Un- 
affected. 

A  young  woman,  aet.  24  years,  had  diminution  of  vision  in  the 
left  eye.  The  field  was  much  contracted  but  central  vision  was 
unaffected.  Examination  showed  plugging  of  the  central  ar- 
tery. The  circulation  on  the  macular  region  was  however 
maintained  by  an  anomalous  vessel,  a  retino-ciliary  artery. 

Dr  F.  M.  Wilson,  of  Bridgeport,  Conn.,  presented  three 
specimens  of  filaria  oculi  humani. 

Dr.  George  C.  Harlan  reported  a  case  of  temporary  pulsa- 
tion of  the  retinal  arteries  following  the  application  of  homa- 
tropine. 

Dr.  Harlan  also  exhibited  a  modification  of  the  Noyes  oph- 
thalmoscope. 

Dr.  B.  Alex.  Randall  moved  that  the  society  express  its  ap- 
proval of  the  method  of  nomenclature  of  prisms  suggested  by 
Dr.  R.  S.  Bennett.  This  was  adopted.  The  following  officers 
were  elected:  President,  Dr.  Hasket  Derby,  New  York;  Vice- 
President,  Dr.  G.  C.  Harlan,  Philadelphia;  Secretary  and 
Treasurer,  Dr.  S.  B.  St.  John,  Hartford,  Conn.;  Corresponding 
Secretary,  Dr.  J.  S.  Prout,  Brooklyn. 

The  following  were  elected  to  membership:  Drs.  A.  E.  Ewing, 
St.  Louis,  Mo.;  Neil  J.  Repburn,  New  York;  Chas.  M.  Culver, 
Albany,  N.  Y.;  Richmond  Lenox,  Brooklyn;  Frank  B.  Ringe; 
New  York. 

The  Society  then  adjourned  to  meet  with  the  Congress  of 
American  Physicians  and  Surgeons,  September,  1891. 
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OPHTHALMOLOGICAL  SOCIETY  OF  THE  UNITED 

KINGDOM. 


Regular  meeting,  Thursday,  May  I,  1890,  J.  Hughlings 
Jackson,  M.D.,  F.R.S.,  President,  in  the  Chair. 

Corneal  Tumor  (Fidromaf)in  a  man,  cet,j2  years.  Dr.  Benson 
(Dublin)  read  notes  of  this  case.  The  tumor  was  attached  to 
the  upper  portion  of  the  left  cornea  of  a  blind  glaucomatous 
eye.  It  measured  5  millimetres  in  its  longest  diameter,  2 
millimetres  in  thickness.  It  was  adherent  to  the  surface  of  the 
cornea  above  the  centre  by  2  or  3  millimetres  of  its  thin  edge. 
The  eye  was  said  to  have  been  blind  for  many  years,  but  a  few 
days  before  the  patient  came  under  observation  he  had 
knocked  it  against  something,  and  since  the  blow  had  suffered 
intense  pain.  There  was  no  evidence  of  recent  injury  to  the 
eye.  The  growth  was  dissected  off  the  cornea,  and  was  found 
to  consist  of  fibrous  tissue  with  bloodvessels  and  cells,  the 
whole  being  covered  with  epithelium,  except  at  the  margin, 
where  it  had  been  separated  from  the  cornea.  It  had  a  dull, 
lustreless,  grey  color,  and  was  lenticular  in  shape.  The 
writer  mentioned  the  great  rarity  of  corneal  tumors  of  any 
kind,  and  expressed  his  inability  to  account  for  the  existence 
of  the  growth  in  his  case.  A  model  and  microscopic  sections 
and  photographs  were  shown. 

Optic  Nerve  Atrophy  in  Smokers. — Mr.  Lawford  read  a  paper 
based  upon  nine  cases  of  optic  nerve  atrophy  in  which  the 
symptoms  in  the  early  stage  so  closely  resembled  those  of 
toxic  amblyopia  that  the  diagnosis  made  at  first  was  that  of 
tobacco  blindness.  All  the  patients  were  men  and  smokers, 
usually  consuming  a  large  quantity  of  tobacco.  Treatment  by 
abstinence  from  tobacco  and  the  administration  of  nervine 
tonics  led  to  no  improvement;  indeed,  in  most  of  the  cases, 
sight  became  progressively  worse.  The  general  features  pre- 
sented by  these  cases  were  gradual  failure  of  vision,  with  cen- 
tral negative  scotomata  for  .form  and  color.  The  ophthalmo- 
scopic signs  were  slight  pallor  of  the  temporal  half  of  the  discs, 
without  visible  alteration  in  the  retinal  vessels.   The  chief  dis- 
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tinction  between  these  cases  and  those  of  ordinary  tobacco 
amblyopia  was  found  in  the  peripheral  limitation  of  fields  of 
vision,  which  was  almost  always  discovered  if  sought  for; 
whereas  in  tobacco  cases  the  boundaries  of  the  fields  were  in 
most,  if  not  in  all,  instances  normal.  None  of  the  patients  un- 
der the  writer's  observation  had  symptoms  of  spinal  disease, 
but  one  man,  set.  51  years,  became  insane  some  months  after 
his  sight  failed.  He  was  of  opinion  that  tobacco  was  cer- 
tainly a  factor  in  the  causation  of  the  optic  nerve  disease. 

Mr.  Adams  Frost  said  he  was  familiar  with  cases  similar  to* 
those  just  described.  He  looked  upon  them  as  cases  of  to- 
bacco neuritis  in  which  secondary  atrophy  supervened.  He 
had  long  been  of  opinion  that  if  vision  deteriorated  beyond  a 
certain  point  in  tobacco  amblyopia,  recovery  did  not  take 
place,  and  in  such  instances  he  was  accustomed  to  give  an  un- 
favorable prognosis. 

Mr.  Edgar  Browne  (Liverpool)  thought  that  the  cases  cited 
were  undoubtedly  instances  of  tobacco  poisoning.  They  oc- 
curred in  persons  of  unstable  nervous  constitution,  not  dis- 
played otherwise  than  in  the  behavior  of  the  optic  nerves;  the 
instance  of  three  brothers  quoted  as  being  affected  in  a  similar 
way  bore  out  this  impression.  Many  cases  showing  no  con- 
traction of  fields  recovered;  on  the  other  hand,  those  in  which 
the  disease  was  severe  and  of  long  standing,  and  in  which  the 
fields  were  limited,  did  not  recover.  He  had  recently  under 
his  own  care  two  brothers,  smokers,  who  both  suffered  from 
amblyopia;  in  one  the  disease  progressed  and  the  field  of 
vision  became  contracted;  in  the  other  improvement  occurred. 
He  was  not  aware  of  any  instances  of  similar  optic  nerve  dis- 
ease in  non-smokers. 

Dr.  Hill  Griffith  said  that  he  was  familiar  with  cases  like 
those  described  by  Mr.  Lawford.  He  did  not  look  upon  them 
as  cases  of  tobacco  neuritis,  for  he  held  that  disease  of  optic 
nerves  from  tobacco  was  always  followed  by  recovery  on  dis- 
continuing the  drug.  He  thought  some  such  cases  might  be 
explained  by  the  coincidence  of  progressive  atrophy  of  optic 
nerves  and  tobacco  amblyopia,  as  in  one  case  he  had  in  a  pa- 
tient with  locomotor  ataxy. 
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Mr.  Doyne  (Oxford)  said  that  he  had  found  that  cases  of 
tobacco  amblyopia  which  were  likely  to  improve  always  ex- 
perienced great  temporary  improvement  in  sight  from  the  in- 
halation of  nitrite  of  amyl.  He  thought  the  use  of  strong 
tobacco  interfered  decidedly  with  nutrition  and  assimilation  of 
food  by  its  action  upon  the  digestive  tract.  Many  cases  of 
tobacco  amblyopia  had  loss  of  appetite. 

Dr.  Bronner  (Bradford)  spoke  of  the  similarity  in  the  effect 
of  alcohol  and  tobacco  on  the  optic  nerves,  and  of  the  gaps 
which  still  existed  in  our  knowledge  concerning  toxic  ambly- 
opia. He  was  accustomed  to  stop  the  use  of  tobacco  in  all 
cases  of  optic  nerve  atrophy. 

Mr.  Lawford  briefly  replied. 

The  Artificial  Maturation  of  Immature  Senile  Cataract  by 
Trituration. — Mr.  M.  McHardy  read  this  paper,  in  which  he 
said  that  full  five  years'  experience  with  the  artificial  ripening 
of  immature  senile  cataracts,  praticed  with  increasing  fre- 
quency and  confidence,  had  convinced  him  of  the  truth  of  the 
following  proposition:  Complete  ripening  of  immature  senile 
cataracts  may  be  safely  and  almost  certainly  secured  in  from 
eight  days  to  eight  weeks  by  preliminary  iridectomy,  with  tri- 
turation of  the  lens  through  the  cornea  and  pupil,  done  with 
judgment,  experience,  and  care;  the  ultimate  results  (surgical 
and  visual)  of  extraction  operations  in  such  cases  are  quite 
equal  to  the  results  of  similar  operations  for  senile  cataracts, 
which  have  been  allowed  to  fully  mature  spontaneously;  and, 
further,  the  removal  of  such  artificially-matured  cataracts  is 
entirely  free  from  those  risks,  drawbacks,  and  often  impaired 
ultimate  results,  which  follow  from  the  removal  of  immature 
senile  cataracts.  He  thought  that  a  large  debt  was  due  to 
Fcerster  for  the  iniation  of  this  procedure.  By  memoranda  from 
his  first  25  and  last  100  cases  the  author  furnished  details  re- 
garding his  past  experience  with  and  present  practice  of  the 
procedure,  and  emphasized  thereby  how  its  safety  and  success 
grew  with  the  operator's  experience. — Brit.  Med.  Jour. 
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Professor  of  Ophthalmology  in  Chicago  Polyclinic;  Attending  Surgeon  to  Illinois 
Charitable  Eye  and  Ear  Infirmary,  Chicago. 

It  is  an  old  saying  that  "haste  makes  waste;'1  and  every 
medical  man  will  do  well  to  have  these  three  words  inscribed 
in  golden  letters  over  his  desk;  for  three-fourths  of  all  the  mis- 
takes made  in  medical  practice  can  be  traced  to  hasty  examina- 
tion. But  while  we  should  spare  no  time  in  order  to  obtain  a 
correct  diagnosis,  we  do  not  like,  on  the  other  hand,  to  waste 
any  time  unnecessarily  in  the  busy  hours  of  the  consulting 
room.  While  our  examination  should  never  be  hurried,  it 
often  can  be  quick  or  slow,  short  or  long,  the  time  consumed 
being  dependent  a  great  deal  on  the  method  we  employ;  the 
one  method  may  give  us  the  desired  information  in  five  min- 
utes, which  we  cannot  get  by  another  method  in  less  than  fif- 
teen minutes. 

In  this  respect  the  examination  for  astigmatism  furnishes  us 
a  good  illustration,  and  if  we  make  quickness  and  precision 
the  essential  conditions  for  the  best  practical  test  for  astigma- 
tism, the  methods  at  our  disposal  show  a  great  difference  in 
their  practical  utility. 

1  Read  before  the  Section  of  Ophthalmology,  at  the  Nashville  meeting  of  the  Am. 
Med.  Association,  May  20,  1890. 


(270) 


Selection*. 


When  we  examine  for  astigmatism,  we  wish  to  find  out  first, 
of  course,  whether  the  eye  is  astigmatic;  and  if  it  is,  we  want 
to  know  the  exact  position  of  the  two  principal  meridians.  If 
this  point  is  established  with  precision,  it  is  an  easy  task  to  as- 
certain the  refraction  of  either  meridian,  and  thereby  the  de- 
gree of  astigmatism,  and  to  select  the  proper  glasses. 

Now,  we  can  diagosticate  astigmatism  by  the  direct  ophthal- 
moscopic examination,  but  you  will  admit  this  is  not  a  quick 
and  easy  way.  Much  quicker  and  easier  is  the  shadow  test; 
but  neither  method  can  determine  with  precision  the  direction 
of  the  principal  meridians. 

We  may  often  succeed  in  detecting  astigmatism  very  quick- 
ly by  rotating  a  cylinder  glass  before  the  eye,  but  just  as  often 
our  patients'  answers  are  so  vague  and  misleading  that  a  great 
deal  of  time  is  consumed  before  we  are  reasonably  certain 
whether  astigmatism  exists,  and  where  the  meridians  are  lo- 
cated. 

And  as  to  the  so-called  astigmatic  fan  or  clock  and  all  its 
modifications,  this  test  demands  a  degree  of  accurate  observa- 
tion the  fewest  of  our  patients  possess.  Especially  with  chil- 
dren (and  they  constitute  no  small  proportion  of  our  cases) 
this  test  is  very  tedious  and  unsatisfactory;  but  even  grown  per- 
sons seldom  are  quick  in  observing  any  marked  difference  in 
the  lines  unless  their  astigmatism  is  of  a  high  degree.  I  have 
often  tested  patients  upon  this  point,  after  their  astigmatism 
had  been  established  by  other  means,  and  the  most  of  them 
could  not  see  any  difference  in  the  lines  until  I  pointed  out 
those  lines  which,  according  to  their  astigmatism  had  to  be  the 
most  distinct,  and  told  them  to  compare  them  with  those  lines 
which  had  to  be  the  least  distinct;  then,  and  not  until  then,  they 
began  to  appreciate  the  differences.  But  in  the  examination, 
of  course,  it  would  never  do  to  lead  the  patients  in  this  way, 
because  if  you  ask  them  whether  they  do  not  see  certain  lines 
more  distinctly  than  others,  nine  out  of  ten  will  imagine  to  ob- 
serve a  difference  which  they  do  not  see,  and  make  you  diag- 
nosticate an  astigmatism  which  does  not  exist. 

Dr.  Culbertson's  prisoptometer  is  a  very  ingenious  instru- 
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ment  to  detect  anomalous  refraction;  but  it,  too,  puts  a  greater 
demand  upon  the  observing  power  than  a  great  many  patients 
can  meet.  I,  at  least,  have  found  that  it  is  impossible  for  many- 
patients  to  appreciate  slight  variations  in  the  contact  of  the 
two  discs,  so  that  they  could  tell  with  precision  whether  the 
contact  remains  exactly  the  same  during  the  rotation,  or  at 
which  angle  of  rotation  it  is  disturbed  the  least  and  at  which 
the  most. 

It  would  be  tiresome  to  review  all  the  methods  and  costly 
instruments  which  have  been  devised  for  the  examination  of 
astigmatism;  they  are  no  better  than  those  I  have  mentioned. 
These,  I  believe,  are  the  most  popular  methods,  and  I  have 
shown  that  none  of  them  fulfiils  our  conditions  of  quickness 
and  precision  in  establishing  the  presence  of  astigmatism  and 
the  direction  of  the  principal  meridians;  especially  for  the  low- 
er grades  of  astigmatism  they  are  not  very  reliable. 

Now.  Mr.  President,  it  has  always  seemed  so  strange  tc  me, 
that  we  should  waste  our  time  with  these  elaborate  methods 
when  we  have  a  much  simpler  and  more  sensitive  test  which 
will  tell  us  quickly  whether  an  eye  is  astigmatic,  and  at  the 
same  time,  also,  give  us  the  correct  position  of  the  faulty  mer- 
idians. This  test  is  the  retinal  image  of  a  distant  point  of 
light. 

Since  the  rays  coming  from  such  a  point,  which  pass  through 
the  meridian  of  greatest  refraction,  are  focussed  sooner  than 
the  rays  which  pass  through  the  meridian  of  least  refraction, 
the  image  upon  the  retina  can  never  be  a  sharply  defined  lum- 
inous point.  If  the  retina  is  at  or  near  the  anterior  focal  line, 
image  will  be  elongated  in  the  direction  of  the  meridian  of 
least  refraction,  and  if  the  retina  is  at  or  near  the  posterior  fo- 
cal line,  the  image  is  drawn  out  in  the  direction  corresponding 
with  the  meridian  of  the  greatest  refraction.  Whenever,  there- 
fore, a  patient  sees  a  distant  point  of  light  elongated,  we  know 
he  is  astigmatic,  and  the  line  of  elongation  gives  us,  at  once, 
the  direction  of  the  one,  and  indirectly,  also,  that  of  the  other 
meridian,  because  they  are  always  at  a  right  angle  to  each 
other.    And  as  it  does  not  require  a  keen  power  of  observa- 
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tion  to  tell  the  approximate  shape  of  a  small  hole,  this  test  is 
as  quick  as  it  is  sensitive  and  precise;  for  it  is  very  easy,  even 
for  a  child,  to  determine  whether  the  light  looks  round  (like  a 
pea  or  a  marble)  or  oblong  (like  an  egg,  an  almond,  or  half 
moon)  or  whether  it  has  no  definite  form  (like  a  star). 

Theoretically,  this  distant  point  of  light  should  appear  elon- 
gated to  every  astigmatic  eye,  with  the  exception  of  such  cases 
of  mixed  astigmatism  where  the  myopia  of  the  one  meridian 
is  about  of  the  same  degree  as  the  hypermetropia  of  the  other 
principal  meridian;  for,  under  these  circumstances,  the  retina, 
being  about  in  the  centre  of  the  focal  interval,  receives  a  round, 
though  indistinct,  dispersion  image. 

In  persons  over  40  or  45  years  of  age,  you  will  find  the 
results  of  the  test  agree  with  the  theory.  But  among  younger 
persons  with  active  accommodation,  you  will  find  a  great  many 
who,  though  astigmatic,  see  the  hole  perfectly  round,  because 
their  astigmatism  is  corrected  by  the  unequal  contraction  of 
the  ciliary  mucle.  I  have  found,  however,  that,  if  such  patients 
look  steadily  at  the  light  hole,  they  will  observe  its  form  is 
constantly  changing  from  round  to  oval, and  back  to  round  again. 
This  observation  shows  how  sensitive  this  test  is,  and  at  the 
same  time  furnishes  us  an  interesting  evidence  of  the  unequal 
contraction  of  the  ciliary  muscle. 

But,  fortunately,  we  have  in  mydriatics  the  effectual  means 
of  eliminating  the  disturbing  influence  of  the  ciliary  muscle; 
and  I  never  consider  the  examination  for  astigmatism  in  a 
young  person  completed  unless  the  accommodation  has  been 
suspended.  When  this  is  done,  the  light  hole  will  always 
appear  elongated  in  simple  astigmatism,  and  in  all  cases  of 
compound  astigmatism,  provided  the  refraction  of  one  meridian 
dose  not  depart  from  emmetropia  by  more  than '/,  or  I  dioptry. 
With  higher  degrees  of  ametropia  in  both  meridians,  the 
retinal  image  is  so  blurred  that  the  patient  cannot  make  out 
any  definite  shape;  but  the  proper  spherical  glass  (-)-  or  — ,  as 
the  case  may  be)  which  corrects  the  ametropia  of  one  meridian, 
and  thus  reduces  the  compound  to  a  simple  astigmatism,  will 
produce  a  better  defined  image,  and  reveal  at  once  the  elonga- 
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tion  of  the  point.  And  in  the  same  way  we  can  reduce  mixed 
astigmatism  to  the  simple  kind,  and  obtain  the  distinct  oval 
image  by  our  test. 

Sometimes  a  patient  will  see  the  hole  double,  instead  of 


Fig.  14. 


oblong;  in  this  case,  the  position  of  the  secondary  hole,  above 
or  to  the  side  of  the  other,  defines  the  directions  of  the  merid- 
ian just  as  well  as  the  vertical  or  horizontal  elongation  does. 

I  began  using  this  test  in  1872,  when  I  had  a  little  instru- 
ment made  for  this  purpose,  which,  in  want  of  a  better  name, 
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I  baptized  "astigmometer,"  although  I  employ  it  more  for 
detecting  than  for  measuring  astigmatism;  but  you  can  measure 
its  degree  with  it  just  as  well. 

Description  of  the  Astigmometer.1 

The  instrument,  which  I  take  pleasure  in  showing  you  now, 
consists  of  a  blackened  metal  screen  20  centimeters  (8  inches) 
square;  in  its  center  it  has  a  round  aperture  (n);  and  the  sem- 
icircle of  a  protractor  is  fastened  to  it,  so  that  the  90  degree 
mark  is  exactly  perpendicular  over  the  round  hole,  and  the 
180  degree  mark  exactly  on  a  horizontal  line  with  it.  Between 
the  protractor  and  the  central  hole,  a  semicircular  slot,  10  mil- 
limetres wide,  is  cut  into  the  screen,  but  is  covered  in  front  by 
a  round  metal  disc,  which  can  be  rotated  round  the  central 
opening,  and  which  has,  near  its  periphery,  a  round  hole  (a), 
so  arranged  that  it  travels  exactly  along  the  slot  when  the  disc 
is  rotated.  Just  over  this  second  hole  (a),  the  edge  of  the  disc 
is  drawn  out  to  an  arrow-like  point,  which  reaches  the  concave 
margin  of  the  protractor.  This  point  and  the  centers  of  the 
two  holes  are  exactly  in  a  straight  line;  and,  therefore,  the 
angular  degree  of  the  protractor  to  which  the  arrow  points  will 
always  show  the  radius  in  which  the  movable  hole  (a)  is 
situated.  Both  holes  are  exactly  of  the  same  size;  on  the  front 
side  they  have  a  diameter  of  4  millimeters,  but  on  the  other 
side  they  are  much  larger.  This  was  done  to  make  sure  that 
no  shadows  could  interfere  with  our  observations;  for  the' 
metal  around  the  holes  (especially  around  the  central  one)  is 
so  thick  that,  if  they  had  the  same  size  on  the  posterior  as  on 
the  anterior  face,  the  posterior  edge  might  cast  a  shadow  when 
the  hole  is  illuminated  from  behind,  and  this  shadow  might 
make  the  hole  appear  to  the  spectator  in  a  different  than  its 
true  from  though  he  be  not  astigmatic.  Finally,  in  order  to 
avoid  any  glaring  light,  and  to  make  the  outlines  sharp  and 
distinct,  the  holes  are  filled  with  small  bits  of  ground  glass, 
so  that  they  light  up  with  a  uniform  mellow  light.  Diametri- 

1  For  sale  by  Sharp  &  Smith,  73  Randolph  Street,  Chicago. 
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cally  opposite  the  arrow,  there  is  a  small  knob,  by  which  the 
disc  can  be  conveniently  rotated  if  necessary. 

How  to  use  the  astigmometer:  The  instrument  may  be  set 
in  a  window  shutter,  or  placed  in  front  of  a  gas  or  lamp-light. 
My  instrument  is  set  into  a  movable  bracket,  which  is  fastened 
to  the  wall,  and  thus  it  is  out  of  the  way.  When  I  wish  to 
use  it,  I  swing  the  bracket  so  that  the  screen  stands  exactly 
perpendicularly,  and  about  6  or  8  inches  in  front  of  the  gas- 
light, which  stands  just  a  little  higher  then  the  central  hole. 
The  screen  is  so  high  from  the  floor  that  the  holes  are  about 
on  a  level  with  the  eyes  of  a  patient,  sitting  (if  an  adult)  or 
standing  (if  a  child)  15  feet  away.  Especial  care  must  be 
taken  that  the  plane  of  the  screen  is  exactly  at  right  angles  to 
the  visual  line  of  the  patient.  The  room  is  then  darkened, 
the  gas-light  turned  on  just  enough  to  light  up  the  holes,  and 
the  patient  is  directed  to  look  at  them,  with  one  eye  at  a  time, 
and  to  tell  whether  he  sees  them  distinctly  enough  to  make 
out  their  form.  Never  ask  a  leading  question  like  this:  "Do 
you  see  those  round  holes?"  because  the  Suggestion  of  the 
round  form  inplied  in  the  question  will  make  the  patient  see 
the  holes  round,  even  though  they  actually  appear  to  him 
oblong.  Let  the  patient  describe  what  he  sees,  and  you  will 
easily  and  quickly  find  out  whether  the  holes  appear  indistinct, 
or  round,  or  oblong. 

The  great  advantage  of  this  instrument  is,  that  as  soon  as, 
with  or  without  spherical  glasses,  the  holes  appear  drawn  out, 
we  do  not  only  know  the  eye  is  astigmatic,  but  we  know  also 
at  once  the  exact  direction  of  the  faulty  meridians.  If  the 
patient  declares  the  elongation  is  straight  up  or  straight 
across,  we  know,  of  course,  the  two  meridians  are  vertical  and 
horizontal.  Bnt  if  the  elongation  occurs  in  an  oblique  direc- 
tion, the  patient  can  seldom  estimate  accurately  the  angle  of 
inclination;  and  just  here  this  apparatus  is  of  the  greatest  value, 
for  it  will  determine  the  inclination  quickly  and  precisely. 
While  the  patient  is  looking  at  the  holes,  we  only  have  to  turn 
the  round  disc  to  the  right  or  left  until  the  peripheric  hole  (a) 
is  moved  to  a  point  where  its  long  axis  (as  seen  by  the  patient) 
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makes  one  straight  line  with  the  long  axis  of  the  stationary 
central  hole.  The  degree  to  which  the  arrow  then  points 
gives  the  exact  angle  of  inclination  of  the  meridian.  For  in- 
stance, if  the  patient  sees  the  holes  drawn  out  obliquely  up  to 
the  right,  I  must  move  the  peripheric  hole,  if  it  stands  at  900, 
down  to  the  right,  to  bring  it  into  the  line  of  inclination. 
Before  doing  this,  I  explain  to  the  patient,  by  means  of  two 
pencils,  what  I  wish  to  accomplish,  and  what  I  mean  by  "bring- 
ing the  two  ovals  into  the  same  line;"  when  he  understands  it, 
and  I  begin  rotating  the  disc,  he  is  to  tell  me  to  stop  when  the 
holes  are  in  line.  This  done,  I  look  at  the  indicator,  it  points 
to  450,  and  I  know  at  once  the  one  meridian  is  inclined  450, 
and  the  other,  of  course,  1 3 5 °. 

Dr.  S.  M.  Burnett,  who,  as  far  as  I  know,  is  the  first  author 
since  Donders  giving  a  description  of  this  test,  says:1  "But 
while  this  gives  us  the  direction  of  the  principal  meridians,  it 
furnishes  no  information  as  to  the  form  of  the  astigmatism,  the 
light  spot  being  drawn  out  in  the  same  direction  in  M  and  H." 
This  is  true,  but  if  you  wish  to  get  this  information,  you  can 
quickly  have  it  by  a  few  trials  with  spherical  glasses.  Suppose, 
for  instance,  the  light  holes  appear  elongated  vertically,  and 
a+lD  makes  them  still  longer,  but  at  the  same  time  broader 
and  less  distinct,  while  a — iD  reverses  the  elongation  and 
draws  the  holes  out  horizontally,  you  know  at  once  there  is 
myopic  astigmatism  in  the  vertical  meridian,  and  if  you  like, 
you  can  determine  even  the  exact  degree  of  the  M  by  that 
grass,  which  changes  the  light  spots  to  a  horizontal  line. 

Whether  you  like  to  determine  the  refraction  of  the  merid- 
ians in  this  way  first,  and  then  to  find  out  the  visual  acuteness 
by  means  of  glasses  and  the  testtypes,  or  whether  you  prefer 
to  determine  the  refraction  and  vision  in  each  meridian  at  one 
and  the  same  time,  with  the  aid  of  the  stenopaic  slit — that  is, 
perhaps,  a  matter  of  personal  choice.  I,  for  my  part,  use  the 
stenopaic  slit  and  test-types  as  soon  as  the  astigmomcter  has 
furnished  the  direction  of  the  meridians;  for  in  this  way  I  can 


'Treatise  on  Astigmatism,  p.  76. 
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find  out  the  quickest  which  glasses  will  give  the  patient  the 
best  possible  eyesight. 

And  this  is  the  practical  and  final  problem  our  examination 
for  astigmatism  has  to  solve,  and  which  it  can  solve  only  by 
means  of  the  test-types  and  lenses.  All  the  other  methods 
are  useful  only  in  preparing  the  way  for  this  final  test.  And 
among  these  preliminrry  tests  I  regard  the  distant  point  of 
light  as  the  most  useful  one.  It  is  probably  the  oldest  test 
for  astigmatism;  for  Prof.  Donders,  as  we  all  know,  has  used  it 
extensively  in  his  classical  investigations  on  astigmatism.  In 
1873  Dr.  W.  L.  Purves  spoke  of  its  merits  in  Graefes  Archiv 
(XIX)  and  described  an  instrument  very  similar  to  the  one 
which  I  had  made  for  my  own  use  a  year  previously.  But  as 
I  have  not  seen  it  used  by  any  one  else,  and  having  tested  its 
reliability  and  practical  value  these  eighteen  years,  I  cannot 
longer  resist  the  desire  to  see  it  more  generally  employed. 
And  I  feel  convinced  you  will  find  it,  as  I  did,  a  most  useful 
addition  to  your  office  outfit,  and  a  time  saving  instrument  in 
your  practical  work. —  The  Times  &  Register. 
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OPERATION   FOR   ECTROPION    OF   THE  LOWER 
LID   BY   THE   SLIDING   FLAP  METHOD.1 

BY  THOMAS  R.   POOLEY,  M.D.,  NEW  YORK, 

Surgeon-in-Chief  of  the  New  Amsterdam  Eye  and  Ear  Hospital;  Professor  of  Oph- 
thalmology in  the  New  York  Polyclinic. 

The  method  of  operating  by  sliding  flaps  to  fill  the  defects 
left  after  the  removal  of  morbid  growths  is  not  a  new  one,  but  has 
only  of  late  been  much  adopted  in  operating  upon  the  eye-lids, 
and  is  now  described  in  all  modern  books  on  opththalmology. 
The  object  of  this  communication  is  to  show  the  adaptability 
of  this  method  to  the  cure  of  cicatricial  ectropion  of  the  lower 
lid,  which,  so  far  as  I  know,  has  not  hitherto  been  very  gener- 
ally put  in  practice. 

Mrs.  W.,  act.  48  years,  was  admitted  to  the  New  Amsterdam 
Eye  and  Ear  Hospital  March  17,  1890,  suffering  from  an  ectro- 
pion of  the  lower  lid.  On  Sept.  9,  1889,  she  was  operated  on 
for  the  removal  of  an  epithelioma  of  the  lower  eye-lid,  the  sub- 
sequent healing  resulting  in  ectropion.  To  relieve  this  the 
same  surgeon  essayed  an  operation  which,  however,  not  only 
failed,  but,  as  she  says,  made  the  ectropion  much  worse. 


'Read  before  the  American  Ophthalmological  Society,  July  16,  1890. 
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The  condition  shown  by  the  patient  on  her  admission  was 
that  usually  seen  in  cicatricial  ectropion.  The  lower  lid  was 
dragged  downward  and  somewhat  outward,  the  conjunctiva 
exposed  to  its  atl  de  sac,  forming  in  its  extent  an  equilateral 
triangle,  at  the  apex  of  which  was  situated  the  most  dense  cic- 
atricial tissue.  The  lower  canaliculus  was  pulled  about  4.5 
mm.  from  its  normal  position.  The  exposed  conjunctiva  in 
a  state  of  hyperemia  and  hypertrophy,  and  the  eye  constantly 
overflowing  with  tears,  complete  closure  of  the  eye  was  im- 
possible. 

I  began  the  operation  with  the  intention  of  practicing  the 
method  known  as  Wolfe's  transplantation  of  flap  without  a  ped- 
icle, but  after  the  relief  of  the  lid,  removal  of  the  cicatricial 
tissue,  and  stitching  together  of  the  eye-lids,  I  determined  to 
fill  the  gap  with  a  sliding  flap  from  the  temple  instead. 

The  operation  was  made  as  follows  :  Having  slit  the  lower 
canaliculus,  I  introduced  a  probe  and  pushed  it  horizontally 
into  the  lachrymal  duct,  then  make  a  curved  incision  a  little 
beyond  the  puckered  edge  of  the  cicatrix,  dissected  it  free 
from  the  malar  bone  to  which  it  was  adherent,  keeping  my 
finger  in  the  conjunctival  cul  de  sac  to  avoid  cutting  through 
The  cicatricial  tissue  bands,  which  proved  to  be  very  extensive 
and  to  extend  up  to  the  inner  canthus,  were  all  care- 
fully removed  and  the  whole  extent  of  the  gap  exposed. 
I  now  pared  and  stitched  the  eye-lids  together  by  four  points 
of  interrupted  suture.  The  large  defect  left  was  filled  by  car- 
rying an  upper  incision  along  the  cheek  over  the  zygoma,  well, 
out  upon  the  temple  and  toward  the  ear,  and  a  lower  one 
in  the  same  direction  over  the  cheek,  the  outer  end  of  the 
upper  incision  being  directed  upward,  and  the  outer  end  of 
the  lower  incision  downward,  diverging  from  each  other,  in 
such  a  manner  as  to  secure  greater  width  of  the  pedicle.  The 
length  of  the  upper  incision  was  10  cm.,  and  of  the  lower,  8 
cm.,  7.5  mm.  This  flap  was  then  carefully  dissected  up,  only 
the  skin  and  immediate  subcutaneous  tissue  being  included; 
and,  this  done,  the  flap  was  slid  inward  over  the  whole  area  of 
raw  surface,  which  it  completely  filled  without  any  traction, 
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and  united  by  sutures  to  the  opposite  side.  After  waiting  for 
all  bleeding  to  subside,  they  were  carefully  adjusted  with 
points  of  interrupted  sutures  of  fine  black  silk,  24  in  number. 
Only  a  moderate  amount  of  bleeding  took  place  during  the 
operation,  and  when  finished  the  color  of  the  flap  was  quite 
similar  to  the  same  area  on  the  opposite  side  of  the  face.  Dur- 
ing the  progress  of  the  operation  and  while  stitching  the  flap, 
a  towel  wrung  out  of  hot  water  was  occasionally  applied 
to  the  surface  to  maintain  its  vitality.  The  patient  was 
allowed  to  come  from  under  the  influeuce  of  the  ether  be- 
fore all  the  stitches  were  applied  and  bore  the  operation  well. 
The  dressing  consisted  of  iodoform  gauze  smeared  with  carbol- 
ized  vaseline,  and  a  thick  layer  of  absorbent  cotton,  all  of  which 
was  held  in  place  by  a  roller  bandage  applied  in  such  a  way 
that  traction  was  made  on  the  flap  in  the  direction  of  its  apex. 
Time  of  operation,  one  hour  and  three-quarters. 

The  next  day  the  patient  had  no  pain,  the  pulse  and  tem- 
perature were  normal  and  the  dressing  was  not  disturbed. 
The  day  following,  March  20,  the  dressing  was  removed  and 
the  wound  was  found  to  be  entirely  united  by  first  intention; 
no  swelling;  no  evidence  of  suppuration. 

From  this  time  on  the  healing  took  place  without  an  unto- 
ward symptom  of  any  kind.  At  no  time  was  there  any  sup- 
puration, not  a  drop  of  pus  was  discharged. 

On  March  22,  several  of  the  stitches  were  removed.  Union 
of  the  upper  and  lower  lid  had  only  taken  place  in  its  outer 
quarter. 

The  day  following  all  the  other  stitches  were  removed,  and 
the  apposition  of  the  flap  was  everywhere  perfect,  with  no  ten- 
dency to  separate,  the  line  of  union  being  everywhere  firm. 

March  25,  bandage  was  left  off  and  on  the  27th  the  union  of 
the  lids  severed  by  the  scissors. 

The  patient  was  discharged  two  weeks  after  her  admission 
with  the  most  gratifying  result  imaginable.  There  was  com- 
plete cure  of  the  ectropion.  The  margin  of  the  lower  lid  lay  in 
nice  apposition  with  the  eye;  closure  of  the  lids  was  perfect, 
and  it  was  really  surprising  how  little  deformity  resulted  from 
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the  operation.  At  a  little  distance  off  the  scars  were  hardly 
noticeable,  since  they  lay  in  the  natural  wrinkles  of  the  face. 
There  was  slight  redundancy  of  the  inner  lower  part  of  the 
flap,  numbness  and  occasional  neuralgic  pains  in  it. 

It  seems  to  me  that  when  this  method  is  applicable,  it  is 
much  to  be  preferred  to  Wolfe's  flap  without  a  pedicle,  in 
which  the  author  himself  seems  to  have  had  better  results  than 
anyone  else,  nor  does  it  leave  in  a  suitable  case  more  deformi- 

ty- 

The  uniting  of  the  free  margins  of  the  lids  is  not  necessary, 
but  in  my  case  was  included  when  I  had  the  intention  of  prac- 
ticing Wolfe's  method,  for  if  properly  made  the  whole  traction 
of  the  healing  will  be  horizontally  in  the  long  axis  of  the 
scar  and  consequently  will  tend  to  render  the  ectropion  less. 


EXTENSIVE  LACERATION  OF  THE  EYE  WITH 
RECOVERY. 


BY  CHARLES  H.  MERZ,  A.M.,   M.D.,  SANDUSKY,  O. 

The  following  case  is  thought  worthy  of  record  because  of 
the  somewhat  unusual  character  of  the  injury  and  subsequent 
recovery. 

On  Thursday,  May  18,  1890,  J.M.,  set.  16  years,  was  brought 
to  my  office  two  hours  or  more  after  the  right  eye  had  been 
struck  by  the  steel  tine  of  a  pitchfork.  While  unloading  hay, 
a  fork  slipped  from  the  top  of  the  load  and  falling,  in  some 
manner,  struck  the  upturned  face  in  an  oblique  direction.  The 
fork  entered  the  outer  margin  of  the  lower  eyelid,  piercing  the 
sclerotic.  The  injury  was  followed  by  free  haemorrhage,  which 
was  controlled  by  a  cotton  handkerchief  bound  over  the  eye, 
and  the  patient  was  brought  eight  miles  over  hot  dusty  roads 
to  my  office. 

Upon  examination,  the  eye  showed  a  lacerated  wound  of 
the  lower  lid  near  the  outer  commissure,  and  a  wound  of  like 
character  of  the  entire  lower  half  of  the  cornea  at  its  junction 
with  the  sclerotic. 

The  cornea  was  partly  collapsed  from  the  escape  of  fluid, 
but  the  remnant  of  the  anterior  chamber  was  filled  with  blood; 
the  iris  had  been  torn,  and  the  lower  portion  was  protruding. 
The  entire  globe  and  lid  were  intensely  congested,  and  there 
was  still  a  slight  haemorrhage. 

The  patient  complained  of  severe  pain  in  the  eye  and  sur- 
rounding parts. 

After  carefully  washing  the  eye  with  a  stream  of  bichloride, 
1:5000,  an  attempt  was  made  to  replace  the  lacerated  iris,  but 
this  being  found  impossible,  it  was  gently  withdrawn,  and  the 
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free  portion  cut  off.  There  was  some  doubt  as  to  the  use  of 
eserine  or  atropine,  but  the  latter  was  employed  4  gr.  to  15. 
The  margins  of  the  corneal  wound  were  apposed  as  carefully 
as  possible,  and  pledgets  of  lint,  wet  in  ice  water,  applied  con- 
tinuously. 

After  the  lapse  of  24  hours  the  eye  was  found  still  badly 
congested  and  the  patient  was  suffering  much  pain. 

Six  leeches  were  at  once  applied,  and  the  following  solution 
dropped  in  the  eye  every  four,to  six  hours:  1^  Hydrastiae 
sulph.,  gr.  jss;  acidi  boracici,  gr.  iv.;  tr.  opii  deod.,  nud.;  cocaine 
hydrochlor.,  gr.  ij;  aquae,  §j.  These  measures  had  the  effect  of 
lessening  the  pain  somewhat,  but  the  congestion  was  still  very 
marked.  The  free  use  of  magnesias  sulphate  with  mercurial 
inunctions  and  occasional  leeching  brought  about  a  lessening 
of  the  congestion  and  kept  the  patient  comfortable.  The 
room  was  kept  darkened  and  the  ice  water  compresses  con- 
tinued at  intervals  for  three  weeks.  Hot  water  was  tried,  but 
was  not  so  comfortable  as  cold. 

At  the  end  of  the  third  week  photophobia  and  lachrymation 
had  almost  disappeared,  and  no  pain  was  complained  of. 

The  haemorrhagic  clot  in  the  anterior  chamber  gradually 
changed  color,  fading  to  a  light  yellow.  At  the  end  of  six 
weeks  there  was  perception  of  light,  but  no  more. 

Some  conjunctival  redness  remained,  but  the  patient  was 
able  to  perform  light  manual  labor  by  protecting  the  eye  with 
dark  smoked  glasses. 

Under  the  use  of  iodide  of  potassium  the  clot  has  been  grad- 
ually absorbed,  and  vision  is  returning. 

In  this  connection  I  would  urge  from  personal  observation 
in  a  number  of  cases  that  enucleation  of  an  injured  eye  be  de- 
layed more  frequently  than  it  is.  Sympathetic  inflammation 
is  not  so  often  the  result  of  an  injury  as  it  is  believed  to  be. 
At  all  events,  the  removal  should  be  deferred  for  a  length  of 
time  sufficient  to  prove  the  possibility  or  impossibility  of  sav- 
ing the  eye. 


CASES  OF   PHLEGMONOUS   GANGRENE  OF  THE 

LID. 


BY  HARRY  FRIEDENWALD,  A.B.,  M.D., 

Lecturer  on  Ophthalmology  and  Otology,  College  of  Physicians   and  Surgeons, 
Baltimore;  Late  Assistant  to  Prof.  Hirschberg,  Berlin. 

Cases  such  as  the  one  I  wish  to  describe  are,  fortunately, 
very  rare.  They  will,  undoubtedly,  become  still  more  infre- 
quent as  the  antiseptic  treatment  of  fresh  wounds,  however 
slight  they  may  be,  becomes  more  widely  spread,  not  in  the 
profession  alone  but  also  among  laymen;  for  these  gradually 
learn  the  practices  of  medicine  and  surgery,  and  take  them  up 
in  treating  their  petty  ills  and  injuries.  Had  the  case  whose 
history  I  shall  narrate  been  promptly  and  properly  treated,  the 
little  wound  received  would  probably  have  healed,  scarcely 
leaving  a  scar;  its  neglect  resulted  in  serious  illness  and  lasting 
deformity. 

On  May  12,  Dr.  Wolf  called  me  to  see  the  two  and  a  half 
year  old  daughter  of  Mr.  S.  The  child,  who  had  otherwise 
been  perfectly  healthy,  had  injured  itself  slightly  while  playing 
in  the  cellar,  having  "scratched  its  temple."  This  occurred  on 
the  afternoon  of  May  10.  Nothing  had  been  done  for  it.  On 
the  following  day  the  eyelids  began  to  swell  to  such  an  extent 
as  to  alarm  the  parents,  who  sent  for  Dr.  Wolf  the  next 
morning.  Regarding  it  as  a  very  serious  injury,  perhaps  in- 
volving the  eye,  he  called  on  me  to  take  charge  of  the  case.  I 
saw  the  child  on  the  afternoon  of  the  same  day  (May  12),  and 
found  great  inflammatory  cedema  of  the  lids  of  the  left  eye, 
the  upper  lid  covering  the  lower,  and  a  small  wound  near  the 
outer  canthus.  The  child  was  very  restless  and  suffering.  The 
temperature  was  not  measured,  but  there  appeared  to  be  slight 
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fever.  On  close  inspection  I  noted  a  few  pale  spots,  as  small 
as  a  pin's  head  on  the  surface  of  the  deeply  congested  upper 
eyelid.  On  raising  the  lid  with  an  elevator,  I  found  the  eye- 
ball normal.  In  order  to  relieve  the  tension  on  the  lid,  I  made 
a  few  incisions.  I  then  ordered  hot  water  applications  to  be 
made  constantly,  and  four  drops  of  the  tincture  of  the  chloride 
of  iron  to  be  given  every  three  hours. 

May  13.  Swelling  intense,  extending  even  to  the  right  eye. 
Th«  skin  covering  the  upper  lid  is  necrotic  to  a  large  extent, 
presenting  a  gray  appearance,  the  gangrenous  part  is  some- 
what flattened,  sunken,  and  bounded  by  a  sharp  line.  The 
general  condition  is  unchanged. 


Fig.  15. 


May  14.  The  mother  showed  me  a  large  slough  which  had 
been  thrown  off.  This  has  left  a  great  open  ulcer  with  deep 
edges.  (See  Fig.  15).  Its  surface  is  covered  with  thin  gray 
necrotic  tissue,  and  bleeds  easily.  The  redness  and  the  swell- 
ing are  reduced.    Dressed  with  iodoform. 

May  16.  The  surface  of  the  ulcer  is  still  to  a  great  extent 
covered  with  the  necrotic  tissue,  granulations  showing  only 
here  and  there. 


Phlegmonous  Gangrene  of  the  Lid. 


287 


My  daily  record  shows  that  there  was  a  slow  ex- 
tension of  the  ulcer  so  that,  on  May  17,  it  reached  the 
ciliary  margin  of  the  lid  below,  and  to  within  l/2  cm.  of  the 
brow,  and  from  the  nasal  edge  so  far  to  the  temporal  side  as 
to  include  the  primary  wound.    ('See  Fig.   16).    At  this  last 


mentioned  spot  it  is  deepest.  There  is  a  great  amount  of 
suppuration,  but  the  gray  necrotic  surface  has  been  cleaned 
so  as  to  present  a  granulating  wound.  From  this  time  the 
wound  began  to  fill  up  so  that  its  surface  reached  the  level  of 
the  edges,  and  cicatrization  proceeded  slowly.  During  this 
time  I  found  that  no  pus  escaped  from  the  palpebral  fissure, 
and  this  assured  me  that  there  was  no  need  to  examine  the 
eyeball,  which,  I  was  confident,  was  unaffected.  It  was  not 
before  the  26th  that  I  raised  the  lid,  to  find  the  eye  perfectly 
normal,  the  scleral  conjunctiva  alone  being  somewhat  red- 
dened. The  course  of  healing  was  uninterrupted,  so  that  by 
June  16,  when  I  last  saw  the  patient,  it  was  all  but  completely 
cicatrized;  at  this  time  a  very  slight  ectropion  was  beginning 
to  show  itself,  though  the  lids  could  still  be  brought  together 
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nicely;  all  swelling  had  disappeared;  nevertheless  further  con- 
traction of  the  cicatrix  may  cause  still  greater  deformity  of 
the  lid,  in  which  case  it  will  be  necessary  to  relieve  it  by  ope- 
ration.   (See  Fig.  17). 

The  idea  of  transplantation  recommended  in  similar  cases 
was  entertained  during  the  treatment,  but  the  great  amount  of 
suppuration,  which  could  not  be  controlled,  prevented  any  at- 
tempt from  being  made. 


Fig.  17. 


I  wish  to  call  attention  to  the  very  rapid  course  of  the  gan- 
grene, this  occurring  within  48  hours  after  the  redness  ap- 
peared, or  60  hours  after  the  injury  had  taken  place.  The  case 
is  similar  to  those  very  acute  and  malignant  cases  of  "phlegm- 
onous inflammation,"  ending  in  gangrene  described  by 
Michel',  Horner,  Fuchs8,  Noyes4,  and  others. 

'Graefe  and  Saemisch,  Bd.  IV.,  p.  387. 

Handbuch  d.  Kinderkrankheiten,  18S9.  Bd.  V.,  Abth.  II.,  p.  220. 
'Lehrb.  d.  Augenkr.,  p.  507. 
^Diseases  of  the  Eye,  p.  233. 


Phlegmonous  Gangrene  of  the  Lid. 


289 


As  remarked  by  Fuchs  (loc.  cit),  so  also  in  this  case  the 
gangrene  did  not  extend  beyond  the  margin  of  the  lid,  or  in- 
volve the  portion  bearing  the  cilia,  owing  to  this  portion  of 
the  lid  being  best  supplied  with  blood  (from  the  arc  us  tarseus 
inferior). 

It  is  advisable  to  examine  the  eyeball  as  rarely  as  possible, 
and  not  to  be  induced  by  a  pardonable  curiosity  nor  the  paren- 
tal anxiety  to  raise  the  lid  frequently  with  instruments.  How- 
ever smooth  these  instruments  may  be,  they  may  produce 
abrasions  in  the  still  healthy  cornea,  and  thus  give  access  of 
the  virulent  infection  to  the  eyeball. 


SOCIETY  PROCEEDINGS. 


OPHTHALMOLOGIC AL  SOCIETY  OF  THE  UNITED 

KINGDOM. 


Regular  Meeting  Friday,  July  4,  1890,  J.  Hughlings  Jack- 
son, M.D.,  F.R.S.,  President,  in  the  Chair. 

Concussion  of  the  Eye-Ball  Giving  Rise  to  Acute  Local 
Symptoms  of  Congenital  Syphilis. 

Dr.  Adolf  Bronner  (Bradford)  recorded  three  cases  in  which 
concussion  of  the  eyeball  in  patients  with  a  history  of  congen- 
ital syphilis  has  given  rise  to  interstitial  keratitis  and  peripheral 
choroiditis. 

1.  A  girl,  ast  14  years,  was  hit  on  the  left  eye  with  a  shuttle 
at  the  mill.  Interstitial  keratitis  set  in,  and  seven  months 
afterward  the  cornea  of  the  right  eye  became  similarly 
affected. 

2.  A  man,  aet.  22  years,  was  struck  on  the  left  eye  with  a  piece 
of  coal.  The  cornea  was  steamy  the  next  day,  and  typical 
spyhilitic  interstitiol  keratitis  set  in,  and  in  ten  days  the  right 
cornea  was  affected.  In  this  case  there  were  brown-black 
patches  of  choroidal  pigment  in  the  periphery  of  the  fundus. 

3.  A  boy,  aet.  9  years,  was  struck  on  the  left  eye  with  a  dart. 
Three  weeks  afterward  he  noticed  that  he  could  not  see  so 
well  with  that  eye.  The  cornea  and  media  were  clear,  but 
there  was  a  patch  of  choroidal  absorption  near  the  macula  and 
peripheral  choroiditis.  Dr.  Bronner  thought  that,  from  a  legal 
and  also  therapeutic  point  of  view,  it  was  of  great  importance 
to  know  if  concussion  of  the  eye-ball  could  cause  a  local  out- 
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break  of  latent  congenital  syphilis.  He  thought  that  this  did 
occur  very  frequently,  but  was  overlooked. 

"Cephalic  Tetanus"  Following  a  Penetrating  Wound 
of  the  Orbit. 

Dr.  Rockliffe  (Hull)  recorded  this  case.  The  patient,  a  boy 
jet.  7  years,  received  a  slight  penetrating  wound  of  the  left 
orbit  from  a  fall.  Two  small  pieces  of  thorn  suppurated  out 
on  the  seventh  day.  On  the  tenth  day  he  complained  of 
stiffness  of  the  left  face  and  neck,  which  was  followed  by  spas- 
modic contractions  of  the  left  side  of  the  face,  complete  right, 
partial  left  ptosis,  with  flattening  of  the  left  side  of  the  face, 
and  inability  to  open  his  mouth.  The  wound  and  orbit  were 
explored  and  thoroughly  washed  out  with  perchloride  of  mer- 
cury solution;  the  spasms,  which  disappeared  under  chloro- 
form, continued  to  increase,  and  became  more  general,  even  to 
opisthotonos,  until  the  twelfth  day,  when  they  began  to 
decrease,  and  entirely  ceased  in  three  weeks.  The  facial  pa- 
ralysis, ptosis,  and  inability  to  open  the  mouth  remained  for 
some  weeks  afterward.  Twelve  weeks  after  the  accident  the 
only  symptoms  were  slight  drooping  of  the  left  lid  and  diplopia 
on  convergence  for  near  objects,  both  of  which  were  decreas- 
ing. 

The  President  asked  if  paralysis  of  the  portio  dura  was  at 
all  usual  incases  of  tetanus.  He  did  not  remenber  to  have 
seen  a  case. 

Pyemic  Panophthalmitis. 

Dr.  Rockliffe  read  notes  of  a  case  occurring  in  both  eyes  in 
a  patient  act.  30  years,  who  miscarried  in  the  sixth  month  of 
her  fifth  pregnancy,  and  subsequently  suffered  from  septic 
poisoning.  The  ocular  symptoms  commenced  on  the  thir- 
teenth day,  and  vision  was  completely  lost  in  forty-eight  hours; 
suppuration  of  the  vitreous  and  in  the  orbit  followed,  with 
considerable  proptosis  of  both  eyes.    She  also  had  ischio- 
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rectal  abscess,  and  abscess  of  the  left  forearm.  In  a  month 
the  suppuration  of  the  orbits  ceased,  and  both  eyeballs  shrank. 
The  pat  ent  regained  her  general  health  in  three  months. 
The  ocular  inflammation  was  considered  to  be  probably  embo- 
lic in  its  origin. 

Note  on  the  Operative  Treatment  of  Scleral  Wounds. 

Dr.  George  A.  Berry  (Edinburg)  communicated  a  paper  on 
this  subject,  in  which  he  drew  a  contrast  between  the  course 
of  perforating  wounds  of  the  sclera  as  compared  with  similar 
injuries  to  the  cornea.  The  more  unfavorable  termination  of 
the  former  he  attributed  to  greater  liability  to  infection,  owing 
either  to  the  imperfect  apposition  of  the  lips  of  the  wound,  or 
to  the  absence  of  that  copious  outpouring  of  lymph  or  gush  of 
aqueous,  which  carried  away  micro-organisms  when  the  cornea 
was  wounded.  He  considered  the  most  effectual  method  of 
removing  and  excluding  micro-organisms  consisted  in  thor- 
oughly washing  with  corrosive  sublimate  solution,  and  then 
detaching  and  stretching  the  conjunctiva  across  the  opening 
in  the  sclerotic,  and  compared  this  method  to  the  converting 
of  a  compound  into  a  simple  fracture.  He  was  averse  to 
direct  suturing  of  the  sclera  on  account  of  the  risks  and  com- 
plications it  introduced,  and  considered  it  practically  impossi- 
ble to  keep  a  wound  in  the  conjunctival  sac  aseptic  by  means 
of  lotion  or  dressing.  It  was  usual  for  him  to  remove  a  por- 
tion of  conjunctiva  on  one  side  of  the  wound,  so  that  the  suture 
subsequently  introduced  might  not  lie  directly  over  it.  Any 
portion  of  prolapsed  vitreous  might  be  snipped  off  after  the 
introduction  of  the  stitches  d.nd  before  they  were  drawn 
together. 


Acute  Cellulitis  of  the  Orbit  with  a  Fatal  Result. 

Mr.  Simeon  Snell  (Sheffield)  recorded  this  case,  occurring 
in  a  young  girl  of  14.  and  following  a  swelled  face  due  to  cari- 
ous teeth.  Two  teeth  had  been  removed  from  the  upper  jaw 
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on  the  corresponding  side,  and  subsequently,  while  the  face 
was  still  swollen,  the  patient  had  been  for  a  drive  on  a  cold 
day  in  an  open  trap.  When  seen  a  fortnight  later  there  was 
great  swelling  of  the  lids  on  the  right  side,  with  proptosis  and 
cedema  of  the  conjunctiva.  There  was  apparently  no  affection 
of  sight,  but  ophthalmoscopic  examination  was  not  possible 
beyond  that  which  sufficed  for  the  observation  that  the  media 
were  clear.  There  had  been  considerable  pain  in  the  orbit  with 
headache  and  vomiting.  Three  days  later  a  considerable 
quantity  of  pus  was  let  out  by  an  incision  through  the  inner 
third  of  the  lower  lid.  Its  escape  afforded  great  relief,  and  the 
eyeball  resumed  its  normal  position.  Two  days  later,  how- 
ever, the  patient  was  much  worse;  there  was  great  pain  ex- 
tending to  the  occiput,  with  vomiting  and  retraction  of  the 
head.  She  passed  into  a  comatose  condition  and  died  the  fol- 
lowing day.  There  were  no  convulsions,  but  the  pain  in  the 
head  was  complained  of  as  long  as  she  remained  conscious. 
The  condition  of  the  orbit  appeared  quite  satisfactory,  and  the 
drainage  tube  had  been  removed.  A  post-mortem  examina- 
tion was  not  allowed.  It  was  ascertained  that  at  the  extrac- 
tion of  two  teeth  from  the  upper  jaw  there  was  a  discharge  of 
very  foetid  pus,  and  the  bone  immediately  around  the  roots  was 
necrosed,  the  gum  being  inflamed  and  turgid.  The  teeth  were 
badly  decayed,  the  dentine  being  thoroughly  softened.  There 
could  be  no  doubt  that  in  this  case  the  condition  resulting 
from  the  carious  teeth  was  the  immediate  cause  of  the  necrosis 
and  orbital  cellulitis.  Mr.  Snell  referred  to  two  somewhat  an- 
alogous cases  which  he  had  seen,  one  published  in  the  Oph- 
tlialmic  Review,  1882,  the  second  in  the  current  number  of 
that  journal. 

Cases  of  Symblepharon  Treated  by  a  Skin  Flap. 

Mr.  Edgar  Browne  (Liverpool)  reported  two  cases  which  he 
had  successfully  treated  in  this  way.  He  had  done  this  ope- 
ration many  years  ago,  but  his  procedure  differed  from  that 
lately  recommended  by  Prof.  Snellen,  in  that  he  stitched  the 
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flap  to  the  eyeball,  whereas  Snellen  applied  the  flap  to  the 
conjunctival  surface  of  the  eyelid. 

Mr.  Silc  ock  said  he  had  performed  the  operation  in  ques- 
tion, and  had  shown  the  case  before  the  society.  He  could 
not  speak  of  it  in  such  glowing  terms  as  did  Prof.  Snellen. 
There  was  much  thickening  of  the  skin  flap,  which  had  not 
subsided  after  the  lapse  of  some  months. 

Thursday,  June  12,  1890. 

The  Artificial  Maturation  of  Immature  Senile  Cataract 
by  Trituration. 

Mr.  McHardy  concluded  his  paper  on  this  subject,  the  first 
part  of  which  he  read  before  the  society  at  the  meeting  on 
May  I.  An  abstract  of  this  paper  was  published  in  the  Jo?ir- 
nal  of  May  10,  to  which  readers  are  referred.  In  his  last  hun- 
dred cases  he  had  been  obliged  to  remove  the  lens  sooner  than 
he  intended  in  two  cases,  in  both  of  which  useful  vision  had 
been  restored.  In  3%  of  the  cases,  sight  had  been  entirely  lost. 

Artificial  Ripening  of  Cataract:  Foerster's  Operation. 

Mr.  Simeon  Snell  (Sheffield)  read  a  paper  on  this  subject. 
After  a  passing  reference  to  other  methods  of  dealing  with  the 
class  of  cataracts  in  which  the  process  of  maturation  proceeded 
so  slowly  as  greatly  to  interfere  with  the  comfort  of  the  pa- 
tient, and  often  to  occasion  worry  and  distress,  he  proceeded 
to  speak  of  Foerster's  operation.  He  had  performed  this 
method  of  ripening  by  trituration  of  the  lens  capsule  through 
the  cornea  in  ten  cases,  being  about  6  or  7%  of  the  cataract 
(senile)  operations  during  the  same  period.  He  gave  particu- 
lars of  each  case,  and  thought  well  of  the  operation.  If  per- 
formed with  care,  it  appeared  free  from  harm;  if  its  immediate 
object  was  not  attained,  as  in  two  of  his  cases,  no  evil  results 
had  ensued.  No  iritis  nor  ocular  irritation  had  been  occa- 
sioned in  any  case.      The  increased  opacity  showed  itself  fre- 
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quently  a  few  days  after  the  operation,  and  extraction  of  cat- 
aract could  generally  be  proceeded  with  in  a  month  to  six 
weeks  subsequently.  The  stroking  of  the  capsule  should  be 
gently  done  and  in  the  centre  as  much  as  possible.  The  iri- 
dectomies in  his  cases  had  been  small  and  made  downward, 
and  the  extractions  were  performed  by  a  shallow  lower  flap. 

Mr.  Critchett  said  that  at  Leeds  a  year  ago  he  had  ex- 
pressed the  hope  that  at  no  distant  date  an  opportunity  might 
offer  of  gaining  statistics  on  this  important  subject,  which  must 
be  faced  sooner  or  later.  Already  great  progress  had  been 
made  in  the  methods  of  extracting  cataracts.  He  spoke  of 
seven  or  eight  cases  of  which  his  experience  consisted,  which 
had  been  commenced  under  great  compulsion,  and  proceeded 
with  only  with  great  caution  and  some  misgivings.  Iritis  had 
occurred  in  two,  but  no  eye  had  been  lost.  During  the  last 
few  years  his  success  had  quite  equalled  his  expectations,  and 
he  thought  that  immature  cataract  could  be  removed  almost  as 
well  as  mature  ones.  He  was  convinced  that  it  was  wiser  to 
wait  till  the  patient  could  no  longer  see  to  find  his  way  about 
before  operating,  and  referred  to  a  saying  of  Mr.  Critchett,  Sr.: 
"You  must  always  remember  that  the  probabilities  in  ophthal- 
mic surgery  are  so  delightful  that  every  one  would  want  to  be- 
come an  oculist;  the  possibilities,  however,  are  so  dreadful 
that  they  can  only  be  mentioned  to  oneself  in  a  whisper." 

Mr.  Tweedy  said  that  his  experience  in  dealing  with  imma- 
ture senile  cataract  was  scarcely  comparable  to  Mr.  Mc- 
Hardy's.  For  more  than  nine  years  he  had  operated,  when 
the  necessity  arose,  upon  unripe  cataracts — that  is,  where  both 
eyes  are  so  affected  that  the  patient  was  unable  to  follow  his 
occupation.  The  results  had  been  satisfactory,  and  this  he  as- 
cribed entirely  to  the  modus  operandi  he  employed,  which  con- 
sisted essentially  in  opening  the  lens  capsule  at  its  extreme 
upper  periphery  after  performing  iridectomy.  By  this  proce- 
dure the  face  of  the  anterior  capsule  was  untouched,  and  any 
lens  matter  which  remained  behind  or  which  formed  subse- 
quently was  inclosed  in  the  capsule  in  its  natural  position,  and 
did  not  come  into  contact  with  the  iris.     In  the  seven  years, 
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i  88 1  to  1888,  he  had  operated  upon  twenty-nine  immature  se- 
nile cataracts  at  Moorfields  Hospital.  Of  these  one  eye  was 
lost  from  late  serous  iritis  and  glaucoma,  two  suffered  from  a 
sharp  attack  of  iritis,  and  one  lost  a  little  vitreous.  He  assured 
Mr.  McHardy  that  most  ophthalmologists  were  fully  alive  to 
the  importance  of  dealing  with  this  class  of  cases.  He  had  had 
no  personal  experience  of  trituration  of  the  lens,  but  he 
thought  that  there  were  several  possible  drawbacks  to  the 
operation.  Mr.  McHardy  had  stated  that  iritis  frequently 
followed  trituration,  and  this  was  certainly  an  undesirable  state 
of  things  to  precede  extraction;  there  was  another  possible 
drawback,  namely,  that  the  friction  might  induce  thickening 
of  the  anterior  capsule,  and  thereby  lead  to  difficulties  in  sec- 
ondary capsule  operations.  Of  the  twenty-nine  cases  referred 
to,  a  "secondary"  needling  was  required  in  thirteen;  he  had 
not  examined  his  records  for  the  last  two  years. 

Mr.  Hulke  said  that  he  had  come  rather  to  listen  and  learn 
than  to  speak,  as  his  experience  did  not  furnish  him  with  suf- 
ficient grounds  for  forming  a  judgment;  but  he  fully  endorsed 
the  views  of  Mr.  Critchett  and  Mr.  Tweedy  with  regard  to  the 
ethics  of  this  question,  and  would  not  himself  feel  justified  in 
meditating  the  operation  or  suggesting  it  to  a  patient. 

Mr.  McKinlay  said  he  had  not  taken  kindly  to  the  tritura- 
tion operation  described  by  Mr.  McHardy,  when  he  had  first 
seen  it  performed.  Recently  he  had  been  more  favorably  im- 
pressed therewith,  and  had  performed  the  operation  in  about 
twelve  cases.  In  all  he  had  obtained  satisfactory  results,  and 
no  undue  toughness  of  the  capsule  had  followed. 

Mr.  Henry  Eales  (Birmingham)  said  he  had  not  yet  had  a 
very  wide  experience  in  operating  upon  immature  cataracts 
except  in  some  cases  of  nuclear  opacity.  He  had  operated 
in  such  cases  now  about  30  times,  being  at  first  compelled  by 
circumstances.  One  case  was  that  of  a  farmer,  who  had  al- 
ready lost  one  eye  and  was  incapacitated  by  opacity  in  the 
other  lens.  The  result  was  good,  the  man  obtaining  vision 
equivalent  to  5 /VI.  In  no  case  was  there  failure  in  obtaining 
maturation.     The  lenses  were  removed  about  six  weeks  later. 
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The  cases  exhibited  slender  adhesions  of  the  ins  to  the  cap- 
sule, which  easily  gave  way  to  atropine.  The  lens  generally 
came  away  very  cleanly,  leaving  a  clear  pupil,  and  no  after- 
needling  was  required. 

Dr.  Hill  Griffith  (Manchester)  had  done  the  operation  in  28" 
cases,  but  always  by  direct  trituration  by  means  of  a  silver 
spoon  introduced  through  the  iridectomy  wound.  In  24  of 
these  cases,  no  result  whatever  was  produced  in  13,  or  just 
over  a  half,  and  in  one  of  these  partial  dislocation  of  the  lens 
took  place  ;  this  was  the  only  mishap  he  had  had  from  the 
operation.  In  the  remaining  11  cases  rapid  maturation  was 
effected,  followed  by  extraction,  with  slight  loss  of  vitreous  in 
one  case  only.  Good  vision  was  ultimately  obtained  in  all, 
but  convalescence  was  very  tedious  from  retention  of  cortex. 
The  operation  was  useless  for  dealing  with  opacities  which 
had  no  natural  tendency  to  progress,  as  he  had  proved  in  zon- 
ular cataract  and  cart-wheel  like  opacities  in  the  posterior 
layers  of  the  lens,  and  he  had  been  disappointed  in  several 
cases  of  exceptionally  slow  growing  cataracts,  so  that  he 
thought  that  the  cases  in  which  the  procedure  might  be  of 
use  were  not  so  frequent  as  Mr.  McHardy's  statistics  seem  to 
indicate. 

Mr.  Brailey  thought  the  question  required  very  careful  ex- 
amination, first  on  account  of  the  limited  applicability  of  the 
method,  and  secondly  with  regard  to  the  ethics.  In  many 
cases  the  condition  of  the  lenses  did  not  seriously  interfere 
with  the  occupation  and  progressed  very  slowly.  Of  82  imma- 
ture cataracts  seen  in  1  l'J3  year  26  were  seen  a  second  time,  and 
of  these  only  4  required  operation,  and  only  4  others  had  pro- 
gressed appreciably.  In  many,  vision  had  actually  improved 
probably  through  a  diminished  use  of  the  eyes.  The  ethics 
of  the  question  also  deserved  careful  consideration.  Iridecto- 
my had  been  introduced  as  a  panacea  for  everything,  and  had 
brought  operating  to  some  extent  into  disrepute.  Many  cases 
operated  on  when  immature  would  probably  not  have  ad- 
vanced if  left  alone.    The  eye  was  subjected  to  great  risks  by 
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the  operation,  and  he  thought  they  should  advance  very  cau- 
tiously in  its  employment. 

Mr.  McHardy,  in  response,  thanked  the  members  of  the  Soci- 
ety for  the  interesting  discus'sion  which  had  been  elicited,  and 
replied  briefly  to  some  of  the  remarks  made  by  different 
speakers. 


MEETING    OF    THE     BRITISH     MEDICAL  ASSO- 
CIATION,   BIRMINGHAM,    JULY,  1890. 


Section  of  Ophthalmology. 

President,  D.  C.  Loyd  Owen,  F.R.C.S.I.;  Vice-Presidents, 
Henry  Eales,  M.R.C.S.,  and  John  B.  Story,  M.B.;  Honorary 
Secretaries,  Henry  E.  Juler,  F.R.C.S.,  and  E.  Wood  White, 
M.B. 

The  Section  having  been  welcomed  by  the  President,  a  dis- 
cussion on  "Myopia,  Its  Causes,  Prevention,  and  Treatment," 
was  opened  by  papers  by  Messrs.  Priestly  Smith  and  Richard- 
son Cross,  and  continued  by  Messrs.  Eales,  Juler,  Grossmann, 
Bell,  Snell,  Macnamara,  Dr.  Bull  (Paris),  Messrs.  Cant,  Hewet- 
son,  Wray,  and  the  President.  Mr.  Cross  and  Mr.  Priestly 
Smith  replied,  and  on  motion  of  Mr.  Bell,  seconded  by  Mr. 
Wray,  the  following  resolution  was  adopted  : 

"That  the  officers  of  the  Ophthalmological  Section  commu- 
nicate with  the  Ophthalmological  Society  of  Great  Britain  and 
Ireland,  with  a  view  of  making  recommendations  to  the  Edu- 
cational Department  for  the  control  of  the  increase  of  myopia 
in  Board  Schools." 

Dr.  Arthur  Benson  read  a  paper  on  "Blepharocheiloplastic 
Operations,"  which  was  discussed  by  Messrs.  Juler,  Eales, 
Cross,  Cant,  Snell,  and  Dr.  Reeve  (Toronto). 

Dr.  Karl  Grossmann  read  a  paper  on  "Color  Blindness." 

Thursday,  July  31. 

A  paper  on  "Ophthalmia  Neonatorum"  was  read  by  Dr. 
Karl  Grossmann,  and  the  following  resolution  was  subsequent- 
ly adopted,  on  motion  of  Mr.  Snell,  seconded  by  Dr.  Grif- 
fith : 

"That  the  question  of  prevention  of  purulent  ophthalmia  be 
referred  to  a  committee,  consisting  of  the  President  of  the  Sec- 
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tion  (Mr.  Lloyd  Owen),  Mr.  Snell  and  Dr.  Grossmann,  and 
that  they  be  asked  to  prepare  a  resolution  to  be  presented  on 
this  subject  at  the  next  annual  meeting,  and  that  they  obtain, 
if  possible,  the  aid  of  the  Obstetric  Section,  with  a  view  of 
bringing  the  subject  before  a  general  meeting  of  this  Associa- 
tion." 

Mr.  M.  McHardy  read  a  paper  on  the  "Treatment  of  Imma- 
ture Senile  Cataract,"  and  the  subject  was  discussed  by  Messrs. 
Hill,  Griffith,  Grossmann,  Eales,  Snell,  Panas  (Paris),  Reeve, 
and  the  President.    Mr.  McHardy  replied. 

A  new  syringe  for  extracting  soft  matter  in  cataract  opera- 
tions was  shown  by  Mr.  Kant,  and  Messrs.  Story,  Juler,  and 
Eales  made  some  remarks  upon  it. 

M.  Panas  (Paris)  read  a  paper  on  "The  Treatment  of  Sec- 
ondary Cataract,"  upon  which  the  President  and  Messrs.  Story, 
Ruttle,  Juler,  and  Eales  made  some  remarks. 

Friday,  August  i. 

A  paper  on  the  "Treatment  of  Squint  Amblyopia"  was  read 
by  Mr.  Wray,  and  discussed  by  Dr.  Hill  Griffith,  Dr.  Cardew, 
Messrs.  Priestly  Smith,  Juler,  Story  and  Eales.  Mr.  Wray  re- 
plied. 

Dr.  A.  Hill  Griffith  read  a  paper  on  the  "Diagnosis  of  Intra- 
ocular Growths,"  which  was  discussed  by  Mr.  Eales  and  Mr. 
Story. 

Dr.  Hill  Griffith  also  read  a  report  of  a  case  of  "Monocular 
Vertical  Hemianopsia,"  upon  which  Mr.  Eales  made  some  re- 
marks. 

Dr.  Edridge  Green  read  a  paper  on  the  "Quantitative  Esti- 
mation of  Defects  of  Color  Vision." 

A  paper  on  "Astigmatism"  was  read  by  Dr.  Bull  (Paris). 

Mr.  Henry  Eales  read  a  paper  on  the  "Choice  of  Anaesthet- 
ics for  Ophthalmic  operations." 

A  paper  by  Mr.  E.  Roberts  on  "Death  in  Cases  of  Cataract 
Extraction"  was  taken  as  read. 

The  proceedings  then  terminated. 


TENTH  INTERNATIONAL  MEDICAL  CONGRESS.— 

BERLIN. 


Section  of  Ophthalmology. 
Capsulotomy. 

On  Monday,  August  4,  the  scientific  work  of  the  Section 
was  introduced  by  Professor  Knapp  (New  York)  with  a  paper 
on  Capsulotomy.  All  methods  were  objectionable  except 
that  of  peripheral  section  and  subsequent  secondary  operation. 
The  latter  was  quite  harmless,  and  aloncable  to  affect  a  per- 
manent cure.  The  old  vertical  incision  in  the  capsule  left  a  cica- 
trix and  so  did  free  opening  of  the  capsule,  while  partial  re- 
moval with  forceps,  with  or  without  previous  capsulotomy, 
was  either  successful  or  dislocated  the  lens,  and  causes  loss  of 
vitreous. 

MM.  Dufour,  Wickerkiewicz,  Gayet,  O.  Haab,  and  Professor 
Schvveigger,  spoke,  and  Professor  Knapp  replied. 

The  discussion  showed  that  every  method  had  its  advocates 
and  its  detractors. 

Cataract. 

Dr.  Vignes  (Paris)  read  a  paper  on  operations  for  secon- 
dary cataract,  and  exhibited  a  new  scissors  for  dividing  secon- 
dary cataracts. 

Dr.  Chisolm  (Baltimore^)  presented  a  communication 
on  the  after-treatment  of  cataract  operations  by  isinglass  plas- 
ter, thq  second  eye  being  uncovered. 

Dr.  Roosa  observed  that  the  method  was  neither  novel  nor 
useful. 

Drs.  Fuchs  and  Gruening  also  spoke. 
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Trachoma. 

On  August  5,  a  discussion  on  trachoma  took  place,  in  which 
Drs.  Raehlmann,  Schmidt-Rimpler,  Swan  Burnett,  Chibret, 
Liebreich,  Sattler,  Logetschnikoff,Goldzieher,  Wickerkiewiecz, 
Helsrath-Konigsberg,  Cohn,  Knapp,  Hirschberg,  and  Van 
Millingen  took  part. 

It  seemed  to  be  generally  admitted  that  the  principal  dis- 
posing influence  in  the  production  of  trachoma  were  race, 
climate,  and  hygienic  conditions,  some  races  and  some  districts 
being  remarkably  free  from  the  disease,  and  the  upper  classes 
everywhere  generally  exempt. 

Contagious  Conjunctivitis. 

Dr.  Weeks  (New  York)  read  a  paper  on  the  pathology  of 
acute  contagious  conjunctivitis. 

Prophylaxis  of  Blennorrhcea  Neonatorum. 

Dr.  Karl  Grossmann  (Liverpool)  spoke  on  the  prophylaxis 
of  blennorrhcea  of  infants,  and  proposed  three  resolutions: 

1.  Each  midwife  ought  to  be  instructed  during  her  time  of 
apprenticeship  about  the  symptoms  and  treatment  of  infantile 
ophthalmia.    This  ought  to  be  notified  on  her  certificate. 

2.  In  every  case  where  the  signs  of  an  inflammation  of  the 
eyes  occurs  during  confinement,  the  midwife  should  be  com- 
pelled to  give  notice  to  a  medical  man  (in  case  of  the  poor,  to 
the  parish  doctor)  or  some  other  authority. 

3.  In  case  the  midwife  omits  any  of  these  points,  her  certifi- 
cate should  be  withdrawn  or  a  fine  imposed. 

The  Section  was  unanimously  in  favor  of  the  above  proposi- 
tions, but  it  was  thought  wiser  to  leave  the  regulation  of  such 
matters  to  the  authorities  of  each  separate  country,  and  not  to 
come  to  any  resolution  on  the  subject. 

Latent  Strabismus. 

Dr.  Gradle  (Chicago)  exhibited  an  ingenious  instrument  for 
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determining  the  angle  in  latent  strabismus,  and  Dr.  Berry 
(Edinburgh)  showed  a  stereoscopic  phenomenon,  and  Maddox's 
device  for  determining  the  point  of  equilibrium  of  the  ocular 
muscles. 

In  the  subsequent  discussion,  Javal  stated  that  astigmatism 
was  usually  the  cause  of  asthenopia  and  latent  strabismus,  and 
Roosa  asserted  roundly  that  muscular  insufficiency  had  no  ex- 
istence, but  was  always  an  effect  of  astigmatism. 

Landolt,  Hirschberg  and  Stevens  protested  against  these 
views,  and  asserted  their  belief  in  pure  muscular  asthenopia. 

Other  Papers. 

The  following  papers  were  also  read: 

1.  M.  Valude. — A  Pathological  Study. 

2.  Dr.  Schneller  (Danzig). — Contribution  to  the  Theory  of 
Squinting  on  the  Basis  of  Anatomico-Pathological  Researches. 

3.  Dr.  Landolt  (Paris). — The  determination  of  the  Prisms  in 
Ophthalmological  Practice. 

4.  Dr.  Swan  M.  Burnett  (Washington). — A  Metric  System 
of  Numbering  and  Measuring  Prisms  with  Exhibition  of  an 
Instrument  for  Setting  Prisms. 

0 

Test  for  Color  Vision. 

The  following  abstract  of  the  papers  and  discussions  will 
give  some  idea  of  the  proceedings.  On  August  6,  Dr.  Gross- 
mann  (Liverpool)  exhibited  a  new  apparatus  for  color  vision, 
the  object  being  to  detect  very  small  scotomata,  and  establish 
the  normal  standard  for  the  perception  of  small  colored  lights. 

Dr.  Augstein  (Bromberg)  regarded  Dr.  Grossmann's  tests  as 
the  most  practical  ever  published,  if  only  the  manufacturers 
could  construct  it  more  satisfactorily. 

Professor  Raehlmann  exhibited  curves  which  he  had  ob- 
tained for  the  perception  of  color  in  normal  and  color-blind 
eyes. 
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Adaptation  in  Diseased  and  Healthy  Eyes. 

Dr.  Schirmer  (Gottingen)  read  a  paper  on  this  subject.  He 
had  found  the  albinotic  light  sense  equal  to  that  of  the  pig- 
mented eye,  and  that  of  the  night  blind  was  also  equal  to  the 
normal  after  prolonged  adaptation.  Night  blindness  he  con- 
sidered with  Treitel  to  be  a  disease  of  adaptation,  which  de- 
pended upon  some  as  yet  unknown  process  in  the  pigment 
epithelium. 

Professor  Uhthoff  (Berlin)  opposed  these  views,  as  he  had 
found  the  light  sense  defective  in  night  blindness. 
Dr.  Gruening  (New  York)  also  spoke. 

Dr.  Schirmer,  in  reply,  suggested  that  Professor  Uhthoff  had 
not  given  sufficient  time  for  adaptation  before  testing  the  light 
sense;  from  twelve  to  twenty-four  hours  is  sometimes  neces- 
sary. 

New  Ophthalmoscope. 

Dr.  Lyden  Borthen  (Trondjem)  exhibited  a  new  refraction 
ophthalmoscope. 

Perimetric  Tests. 

Dr.  Bjerrum  (Copenhagen)  read  a  paper  on  an  addition  to 
the  ordinary  perimetric  tests  and  the  fields  of  vision  in  glau- 
coma. He  uses  very  small  test  objects  at  considerable  dis- 
tances, and  by  this  means  could  detect  defects  which  escaped 
ordinary  perimetric  tests.  He  had  thus  found  the  field  affected 
in  the  early  stages  of  glaucoma. 

Mr  Bern*  (Edinburgh)  fully  approved  of  Bjerrunfs  method; 
it  was  useful  in  glaucoma  and  in  amblyopia  from  toxic,  as  dis- 
tinguished from  inflammatory,  lesions  of  the  nerve. 

In  this  Professor  Hirschberg  (Berlin)  agreed. 

Refraction. 

Dr.  Ramos  (Mexico)  contrasted  the  refraction  as  found  by 
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him  in  Mexico  with  that  found  by  Cohn  and  others  in  Europe. 
The  chief  point  was  the  almost  complete  absence  of  myopia  in 
the  native  race.  It  occurred  among  half  breeds,  but  not  to 
the  same  extent  as  among  the  Europeans  living  in  Mexico. 

Other  Papers. 

Dr.  Arninski  (Essen)  read  a  paper  upon  the  relation  between 
the  far  point  of  man's  eye  and  his  occupation,  in  which  he 
regarded  the  hypermetropic  as  the  normal  eye. 

Dr  Gibret  (Ghent)  read  a  paper  upon  Daltonism  in  con- 
nection with  the  examination  of  railway  servants  and  seaman. 

Sympathetic  Ophthalmia. 

On  August  7,  a  discussion  on  this  subject  was  opened  by 
Mr.  Brailey  (London)  in  a  speech  which  gave  detailed  descrip- 
tion of  the  pathology  of  the  eyeballs  which  excite  and  of  those 
which  suffer  from  sympathy.  The  exciting  eyes  exhibit  a 
plastic  uveitis,  with  clusters  of  cells  in  iris,  ciliary  body  and 
choroidea,  but  the  choria-capillaris  and  the  pigment  epithelium 
generally  escape.  Sympathy  occurs  after  serous  and  suppura- 
tive diseases  also,  and  has  be*m  produced  by  non-perforating 
tumors.  In  the  sympathising  eye  the  disease  has  begun  with 
papillitis  in  10%  of  cases.  In  5%  it  has  not  gone  beyond 
papillitis,  but  generally  it  is  a  uveitis  of  a  serous  kind  with 
keratitis,  punctata  and  high  tension.  It  seems  to  travel 
through  the  nerve  sheaths  and  then  either  along  central  ves- 
sels to  papilla  or  along  episcleral  tissue  to  iris.  It  is  hard  to 
explain  its  occurrence  in  cases  of  non-perforating  tumors,  and 
its  general  non-appearence  after  suppuration,  if  it  is  caused,  as 
many  hold,  by  a  bacillus.  As  to  prevention,  a  timely  enuclea- 
tion is  the  best  plan,  and  succeeds,  unless  the  cause  lies  in  the 
socket  external  to  the  globe,  but  evisceration,  resection  of  the 
nerve,  and  iridectomy  even  have  done  good.  If  glaucoma 
exists  in  the  second  eye  an  iridectomy  is  useful. 

Professor  Deutschmann  distinguished  between  sympathetic 
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irritation  and  sympathetic  inflammation,  and  gave  a  brief  ac- 
count of  his  experiments  upon  rabbits.  He  succeeded,  as  is 
known,  in  producing  sympathetic  inflammation,  begining  in 
the  optic  papilla,  but  nearly  all  the  animals  died  with  meningi- 
tis. In  human  eyes  removed  for  causing  sympathetic  disease, 
and  in  the  sympathising  eyes  also,  he  had  always  found 
staphylococci,  but  he  did  not  assert  that  these  cocci  were  the 
only  cause  of  the  disease.  Possibly  they  assisted  in  the  elabo- 
ration of  a  chemical  poison  which  was  the  real  toxic  agent. 
There  seemed  to  be  several  possible  routes  for  the  inflamma- 
tory process  from  the  globe  to  the  optic  nerve  sheath  or  vice 
versa,  namely,  the  suprachoroidal  space,  the  space  around  the 
central  vessels,  and  the  space  beneath  the  capsule  of  Tenon, 
but  in  all  cases  it  travelled  from  one  eye  to  the  other  by  means 
of  the  optic  nerve  sheath. 

Dr.  Darien  (Paris;  advocated  Abadie's  treatment  of  electric 
cauterisation  or  injection  of  corrosive  sublimate  solution  into 
the  exciting  eye, and  also  injection  of  the  latter  remedy  into 
the  sympathising  organ. 

Mr.  Cross  (Bristol)  spoke  upon  the  prevention,  and  ex- 
pressed his  disapproval  of  the  operation  known  as  Mules', 
which,  in  his  experience,  had  lead  to  the  occurrence  of  sym- 
pathy. 

Dr.  Parisotti,  Wickerkiewicz  (Posen),  and  Fulton  (St.  Paul) 
spoke. 

Mr.  Berry  (Edinburg)  considered  that  Deutschmann  had 
not  proved  his  case.  In  fourteen  eyes  removed  by  him  for 
exciting  sympathy,  no  micro-organisms  could  be  detected. 

Professor  Cohn  (Breslau)  described  a  case  of  simulation  of 
sympathetic  blindness. 

Mr.  Story  (Dublin)  warmly  supported  Deutschmann's  opin- 
ions, but  thought  the  general  septicaemia  that  occurred  in  his 
experiments  lessened  their  demonstrative  value.  Objectors 
would  always  exist  until  he  had  produced  sympathy  without  it. 
He  had  observed  meningeal  symptoms  in  his  own  practice. 
Iridectomy  had  never  succeded  in  the  second  eye,  but  he 
had   been    most  successful  in  treating  such  cases  by  the 
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method  proposed  by  the  late  Mr.  Critchette  in  the  Ophthalmic 
Revieiv  some  years  ago. 

Dr.  Crainicean  (Bucharest)  spoke. 

Professor  Haab  (Zuerich)  had  found  bacilli  in  8  out  of  12 
eyes  enucleated  for  panophthalmitis. 

Dr.  Rosenmeyer  (Frankfurt)  had  seen  atrophy  occur  from 
retrobulbar  inflammation  due  to  sympathy  without  any  papil- 
litis. 

Dr.  Hill  Griffith  (Manchester)  stated  'that  Mules'  operation 
was  most  successful  in  properly  chosen  cases. 

Dr.  Weeks  (New  York)  opposed  Deutschmann's  views,  as 
the  inflammation  he  had  produced  in  the  second  eye  was 
merely  a  part  of  a  general  pyaemia. 

Dr.  Levy  (Strassburg),  Germann  (St.  Petersburg),  Logetsh- 
niksoff  and  Pfluger  (Berne)  fpoke,  and  Drs.  Brailey  and 
Deutschmann  replied. 

Iridocyclitis  after  Influenza,  Etc. 

Professor  Laqueur  (Strassburg)  read  a  paper  on  iridocyclitis 
after  influenza. 

Dr.  Gallemarts  (Brussels)  exhibited  the  apparatus  of  Leon 
Gerard  for  the  diagnosis  of  magnetic  foreign  bodies  in  the 
eyeball. 

Professor  Hirschberg  discussed  the  communication. 

Endothelium  of  Anterior  Chamber. 

Dr.  Nuel  (Liege)  read  a  paper  upon  the  endothelium  of  the 
anterior  chamber,  and  exhibited  microscopic  specimens  show- 
ing stomata  in  the  endothelium  covering  the  anterior  surface 
of  the  iris  of  rabbits. 

Sympathetic  Ophthalmia. 

Professor  Rosmini  (Milan)  presented  a  communication  on 
the  treatment  of  sympathetic  ophthalmia  and  of  trachoma. 
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Treatment  of  Acute  Panophthalmitis. 

Dr.  Boe  (Paris)  read  a  paper  on  the  treatment  of  acute  pan- 
ophthalmitis. He  hak  succeeded  in  isolating  a  streptococcus 
which  produced  contagious  panophthalmitis.  He  advised 
evisceration  and  antiseptic  injections  as  preferable  to  enucle- 
ation. 

Professor  Pfliiger  (Berne)  and  Dr.  Chibret  (Clermont  Fer- 
rand)  discussed  this  paper.  The  latter  strongly  supported 
the  views  of  MM.  Abadie  and  Darien  as  to  the  hypodermic  in- 
jections of  perchloride  of  mercury  in  all  cases  where  mercu- 
rialization  is  desirable. 

The  Vitreous  in  Glaucoma. 

Dr.  Haensell  (Paris)  read  a  paper  on  the  pathology  of  the 
vitreous  humor  in  glaucomatous  eyes.  The  author's  conclu- 
sions are  that  the  glaucomatous  process  consists  in  a  hyaline 
degeneration  which  invades  gradually  the  cells  of  all  the  in- 
traocular tissues,  and  renders  them  incapable  of  performing 
their  vital  functions.  This  degeneration  commences  in  the 
papilla,  and  spreads  thence  to  the  vitreous.  It  precedes  the 
state  of  high  tension. 

Treatment  of  Choroido-Retinitis. 

Dr.  Darien  (Paris)  read  a  paper  on  a  new  treatment  for  cen- 
tral choroido-retinitis  and  choroiditis  disseminata.  The  treat- 
ment consists  in  hypodermic  injections  of  perchloride  of  mer- 
cury. 

Dr.  Chibret  and  Van  Millingen  spoke  in  approval  of  the 
treatment,  and  Dr.  Darien  replied. 

Coloboma  of  Choroid. 

Dr.  Talko  (Russia)  reported  a  case  of  bilateral  coloboma  of 
the  choroid  with  normal  iris,  exhibiting  drawings  of  the  eye. 
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Fatigue  of  Visual  Field. 

Dr.  Willbrand  (Hamburg)  read  a  paper  upon  fatigue  of  the 
visual  field,  and  showed  charts  of  the  field  of  vision  in  illustra- 
tion of  his  paper. 

In  the  discussion  Professor  Pfliiger  drew  attention  to  the 
many  possible  sources  of  error  in  examining  for  such  defects. 

Formation  of  New  Eyelid. 

Dr.  Wickerkiewicz  (Posen)  described  a  plastic  operation  for 
forming  a  new  eyelid  after  extirpation  of  a  lid  tumor. 

Eye  Lotions. 

Dr.  Franke  (Hamburg)  read  a  paper  upon  the  infection  and 
disinfection  of  eye  lotions.  He  had  found  no  agent  equal  to 
corrosive  sublimate. 

Choroiditis  and  Osteitis  Deformans. 

On  August  8,  Mr.  Jonathan  Hutchinson  (London)  exhibited 
pictures  of  a  form  of  choroiditis  occurring  in  subjects  of  oste- 
itis deformans  (Paget's  disease),  and  also  of  a  peculiar  form 
of  serpinginous,  central  and  symmetrical  choroiditis.  The 
latter  could  not  be  attributed  always  to  syphilis. 

Ultra-Violet  Rays  in  Spectrum. 

Dr.  Widmark  (Stockholm)  presented  a  communication  on 
the  ultra-violet  rays  of  the  spectrum.  The  author  has  exper- 
imentally proved  that  the  irritation  caused  by  electric  light  is 
•  due  to  its  action  on  the  media,  and  not  to  its  effect  upon  the 
retina,  and  he  has  established  that  this  action  is  due  to  the  ul- 
tra violet  rays. 

Exhibits. 


Dr.  Javal  (Paris)  exhibited  a  bifocal  lens. 

Dr.  Valude  (Paris)  exhibited  a  case  of  Verres  Toniques. 
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Ophthalmometry. 

Dr.  Sulzer  (Winterthur)  read  a  paper  upon  the  bearing  of 
the  angle  a  to  ophthalmometrical  measurements,  and  its  de- 
termination by  means  of  the  ophthalmometer. 

Professor  Pfliiger  (Berne)  gave  an  account  of  some  ophthal- 
mometrical observations.  In  a  discussion  on  ophthalmometry, 
Dr.  Swan  Burnett  (Washington),  Dr.  Javal  (Paris)  and  Prof. 
Cohn  (Breslau)  expressed  their  favorable  opinion  of  the  oph- 
thalmometer. 

Retinal  Changes  in  Hydrophobia. 

Dr.  Falchi  then  requested  Professor  Helmholtz  to  take  the 
chair,  after  which  he  read  a  paper  upon  the  retinal  changes  in 
hydrophobia,  produced  experimentally. 

The  Optic  Nerve. 

On  August  9,  Dr.  Berheimer  (Heidelberg)  read  a  paper  upon 
an  anomaly  in  the  optic  nerve,  and  upon  the  anatomy  of  the 
roots  of  the  nerve. 

SlDEROSIS  BULBI. 

Dr.  Bunge  (Halle)  read  a  paper  upon  siderosis  bulbi,  and 
exhibited  specimens. 

Cataract  Extraction. 

Dr.  Bono  (Turin)  read  a  paper  upon  1,250  cases  of  cataract 
extraction.  In  the  last  200  only  1  %  were  lost  and  7%  were 
but  partially  successful.  The  operation  done  was  that  of  Spe- 
rina  without  iridectomy. 

In  the  discussion,  Dr.  Wickerkiewicz  expressed  himself  as 
daily  more  satisfied  with  the  results  of  his  method  of  washing 
out  the  anterior  chamber. 

Microscopical  Sections. 

Professor  Uhthoff  exhibited  microscopical  sections  and 
drawings  of  various  pathological  states  of  the  optic  nerve. 
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COMPLETE    PARALYSIS    OF    THE  LATERAL 
MOVEMENTS  OF  BOTH  EYES.— ABILITY 
TO  CONVERGE  REMAINING  INTACT. 


BY   DR.  B.  L.  MILLIK1N, 

Ophthalmic  and  Aural  Surgeon  to  Charity,  St.  Alexis  and  City  Hospitals, 
Cleveland,  Ohio. 

The  following  case,  a  unique  one  in  my  own  experience,  I 
present  as  worthy  of  record : 

M.  McL.,  xt.  33  years,  married,  born  in  Ireland,  laborer, 
presented  himself  at  the  Out  Patient  Department  of  the 
Western  Reserve  University,  March  21,  1890,  with  the  follow- 
ing history.  Twelve  or  thirteen  years  ago  first  noticed  that 
he  saw  double,  but  this  passed  off  in  a  short  time;  he  can  re- 
member no  other  symptoms.  Occasionally  since  then  he  has 
seen  double  but  he  is  not  able  to  give  any  definite  information 
about  these  attacks.  Six  or  seven  weeks  prior  to  the  time  I 
first  saw  him.  he  states  that  he  had  an  attack  of  the  Grippe,  and 
since  that  time  he  has  had  a  great  deal  of  pain  in  the  head 
in  different  parts,  quite  severe  at  times,  and  he  has  been  much 
annoyed  by  the  double  images.  The  patient  is  a  large  muscu- 
lar looking  man,  weighing  190  to  200  pounds,  somewhat  stupid 
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in  his  mental  make  up,  and  has  been  addicted  to  the  excessive 
use  of  alcoholic  stimulants  for  ten  or  twelve  years.  Denies 
any  history  of  syphilis.  Examination  shows  in  each  eye  V.= 
Vix  1°  his  winking  one  notices  that  the  left  eye  does  not 

close  nearly  so  quickly  or  fully  as  the  right — as  if  acting  very 
sluggishly — but  it  does  close  by  forcible  use  of  the  orbicularis 
muscle.  When  an  object  is  carried  up  or  down  before  the 
eyes  they  follow  it  perfectly  well  and  freely.  When,  however, 
the  object  is  carried  either  to  the  right  or  the  left  of  the  median 
line  both  eyes  are  firmly  fixed  and  in  no  position  of  the  field 
can  the  eyes  be  seen  to  turn  laterally.  When  we  ask  the  pa- 
tient to  fix  the  finger  and  this  is  carried  toward  the  eyes  the 
two  eyes  are  seen  to  converge  so  that  the  finger  may  be  car- 
ried to  within  seven  or  eight  inches  of  the  eyes,  they  still  fixing 
in  the  median  line.  Pupillary  reaction  is  normal  in  both  eyes. 
The  ophthalmoscope  shows  each  optic  disc  small,  round,  with 
a  narrow  choroidal  ring,  a  slightly  deepened  pearly  color,  a 
slight  degree  of  H.  and  fundus  otherwise  normal.  The 
general  condition  of  his  nervous  system  was  examined  by  my 
friend  Dr.  H.  S.  Upson,  who  reported  no  paralysis  or  anaes- 
thesia of  the  upper  or  lower  extremities,  knee  jerk  fairly 
marked,  equal,  no  ankle  clonus,  and  no  tenderness  on  percus- 
sion over  the  skull.  The  only  history  of  any  illness  we  can 
find  is  that  he  had  an  attack  of  malaria  about  three  years  ago, 
lasting  four  or  five  weeks.  The  patient  was  ordered  grs.  x.  of 
potass,  iodid.  three  times  daily.  One  week  later  he  returned 
the  right  eye  especially  showing  very  perceptable  lateral  mo- 
tion with  vertical  movements  free.  The  excursion  outwardly 
of  the  right  eye  was  well  marked  while  the  inward  excursion 
was  much  less.  The  left  eye  would  barely  turn  beyond  the 
median  line  outward.  I  should  have  been  disposed  to  attri- 
bute great  virtue  to  the  use  of  iodide  of  potassium,  had  I  not 
taken  the  precaution  to  inquire  if  he  had  taken  the  medicine, 
when  he  informed  me  he  had  spilled  it  and  had  taken  but  a 
few  doses. 

On  April  4,  I  again  saw  him  when  I  found  the  lateral  move- 
ments of  the  right  eye  seemed  to  be  quite  normal,  while  the 
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condition  of  the  left  eye  was  improving  with  very  perceptible 
movement  of  the  eye-ball  outwardly  beyond  the  median  line, 
but  the  movements  of  the  eye  very  plainly  still  lagged  behind 
those  of  its  fellow  in  both  lateral  directions,  much  more  so, 
however,  when  the  object  was  carried  to  the  patient's  left.  The 
other  movements  of  the  eye-balls  continued  normal.  Tiie 
iodide  of  potassium  had  been  continued. 

Since  this  date  I  have  not  seen  the  patient  and  do  not  know 
the  final  outcome  of  the  trouble.  The  only  indication  of  there 
being  or  having  been  any  other  paralytic  symptom  about  the 
face  other  than  the  eye-balls  themselves,  was  the  slight  impair- 
ment of  motion  observed  in  the  left  eye  in  winking. 

The  case  seems  to  me  unusual  in  the  paralysis  being  con- 
fined to  the  eyes  alone,  the  trouble  being  an  acute  one,  not 
being  congenital,  and  subsiding  so  rapidly. 


EXPERIENCES  WITH   PYOKTANIN    IN  OPHTHAL- 
MOLOGICAL  AND  OTOLOGICAL  PRACTICE. 

BY  ADOLF  ALT,  M.D. 
Read  before  the  St.  Louis  Medical  Society.  October  1 1,  1890. 


After  having  carefully  perused  a  paper  by  Prof.  J.  Stilling, 
of  Strassburg  "On  the  Aniline  Colors  as  Disinfectants,"  which 
was  published  in  the  April  number  of  the  Archives  a" Ophtal- 
mologie,  I  felt  that  Stilling's  name  might  be  a  warrant  for  the 
correctness  of  the  statements  therein  contained.  I  was  cer- 
tainly struck  with  the  carefulness  with  which  the  exhaustive 
experiments  seemed  to  have  been  made,  and  with  the  ration- 
ality of  the  deductions  derived  therefrom,  and  I  felt  that  it 
was  my  duty  to  give  my  patients  the  benefit  of  his  labors 
as  soon  as  possible.  Since  June  I  have  used  it  daily  in  my 
practice.  I  used  exclusively  the  methyl  violet,  as  sold  by 
Merck,  chemically  pure,  under  the  name  of  pyoktanin,  and  I 
did  so  according  to  Stilling's  recommendation  in  solutions  of 
1  in  2,000,  1,500  and  1,000;  and  in  the  shape  of  a  pencil. 

The  main  qualities  of  this  remedy  as  claimed  by  Stilling  are, 
that  it  is  non-poisonous;  that  after  having  rendered  a  wound 
aseptic,  it  will  keep  on  doing  so  for  a  prolonged  period;  that 
it  will  be  taken  up  by  the  tissues  and  be  carried  into  their 
depth.  The  microbes  which  it  destroys,  par  excellence,  ac- 
cording to  Stilling,  are  the  pyogenous  ones.  He  found  that  a 
solution  of  1  in  64,000  even  would  arrest  their  growth,  while 
one  of  I  in  2,000  would  absolutely  destroy  their  vitality. 

Purulent  processes,  then,  were  the  ones  in  which  to  try  its 
efficacy  first.  At  the  time  when  I  received  the  remedy  I  was 
treating  several  cases  of  corneal  ulceration,  on  which  I  tried 
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it  at  once,  and  I  will  state  right  here,  that  I  was  greatly  disap- 
pointed. In  one  case,  in  spite  of  the  application  of  the  pyok- 
tanin  pencil  to  the  fundus  of  the  ulcer,  and  later  on  of  repeated 
instillations  of  a  i  in  2,000  solution,  the  ulcer  grew  larger  and 
larger.  Finally,  being  convinced  that  I  was  losing  ground  as 
well  as  time,  I  gave  up  the  pyoktanin  and  treated  the  case 
without  it,  and  with  much  better  effect.  In  some  other  cases 
of  corneal  ulceration  pyoktanin  did  no  better,  perhaps  no 
worse,  than  other  methods  of  treatment.  In  one  case  of  ab- 
scess of  the  cornea  after  a  slight  injury,  the  whole  cornea  was 
destroyed  in  a  shorter  period  than,  I  think,  I  have  ever  seen  it 
before.  All  of  these  patients,  and  a  number  of  other  ones 
treated  with  pyoktanin,  stated  that  they  "felt"  considerably 
better  after  the  instillation.  Pyoktanin,  therefore,  seems  to 
have  a  certain  amount  of  analgesic  power. 

Contrary  to  J.  Stilling's  invariable  experience,  I  never  saw 
the  contents  of  the  anterior  chamber  and  the  iris  become  blue 
after  the  instillation  of  pyoktanin  into  the  conjunctival  sac,  al- 
though the  external  surface  was  deeply  stained.  Even  the 
deepest  staining  had  almost  totally  disappeared  after  24 
hours. 

In  a  case"  of  furuncle  near  the  outer  canthus,  and  a  case  of 
purulent  dakryocystitis,  pyoktanin  acted  well. 

The  best  results  in  purulent  affections  I  have,  however,  seen 
in  cases  of  purulent  otitis  media,  with  or  without  polypoid  for- 
mations. Having  cleansed  the  ear  carefully  with  cotton,  I  in- 
still three  or  four  drops  of  the  pyoktanin  solution.  Even  after 
one  such  treatment  the  character  of  the  discharge  is  altered. 
From  muco-pus  or  pus  it  is  changed  to  almost  simply  glassy 
mucus.  In  old  cases  the  disagreeable  smell  disappears,  and 
where  pain  exists  the  instillations  seem  to  greatly  modify  it. 
Granulations,  and  even  larger  polypoid  formations  undoubt- 
edly are  materially  influenced  by  pyoktanin.  They  shrink 
rapidly,  especially  at  first.  In  acute  and  subacute  otitis  me- 
dia purulenta,  I  have  seen  the  discharge  disappear  after  one 
or  two  instillations,  and  while  in  some  cases  it  would,  later  on, 
reappear,  in  others  it  staid  away  as  long  as  they  were  under 
observation. 
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I  suppose  the  good  results  in  these  cases  were  largely  due 
to  the  fact  that  the  pyoktanin  remained  constantly  in  contact 
with  the  diseased  surface,  and  when  being  dissolved  by  new 
discharge  at  once  acted  upon  it  as  a  disinfectant. 

In  a  few  cases  of  furunculosis  of  the  external  meatus  its  ac- 
tion was  very  beneficial. 

I  tried  pyoktanin,  further  on,  in  a  considerable  number  of 
cases  of  parenchymatous  keratitis.  All  of  them  felt  better — 
but,  with  the  exception  of  one  case  in  a  child,  none  made  any 
remarkable  progress. 

In  several  cases  of  marginal  blepharitis  and  phlyctenular 
keratitis  I  obtained  no  favorable  results  whatever. 

In  a  case  of  very  severe  syphilitic  iritis  with  gummata,  the 
influence  of  one  or  two  daily  instillations  seemed  to  be  bene- 
ficial— certainly,  the  patient  was  every  time  relieved  from  his 
pain. 

In  several  cases  of  more  superficial  injuries  to  the  eye  which 
I  saw  soon  after  the  accident,  pyoktanin  seemed  to  act  as  well 
as  could  be  wished  for.  In  injuries  involving  the  deeper  parts 
of  the  eye,  it  did  no  more  good  than  other  antiseptics. 

I  especially  mention  all  these  cases,  since  Stilling  had  stated, 
that  his  results  in  similar  cases  had  been  remarkably  excellent. 
The  power  of  penetrating  into  the  depth  of  the  tissues,  and 
there,  so  to  speak,  to  hunt  for  the  microbes  and  to  kill  them, 
which  Stilling  considered  as  one  of  the  chief  characteristics  of 
the  aniline  colors,  1  have,  I  am  sorry  to  say,  not  been  able  to 
verify. 

I  have  used  it,  furthermore,  in  a  comparatively  large  num- 
ber of  eye -operations.  Here  it  has  done  well — or  at  least  no 
infection  took  place — but  the  same  result  has  been  reached  by 
other  antiseptics,  and  even  before  we  had  them.  After  this 
statement  I  have  to  mention  one  case  in  which  enucleation 
of  an  eyeball  was  followed  by  erysipelas  in  spite  of  pyoktanin 
and  other  disinfectants.  Silk  sutures  disinfected  with  pyo- 
ktanin have  done  decidedly  better  than  with  other  disinfectants, 
so  that  I  have  been  enabled  to  leave  them  in  situ  much  longer 
without  the  least  pus-formation,  or  even  redness  around  them, 
than  with  any  other  antiseptic  remedy. 
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In  a  second  paper,  in  which  Stilling  tries  to  save  his  child 
from  being  too  early  choked  to  death  by  adverse  reports,  he 
still  maintains  his  first  statements,  but  he  now  recommends  the 
remedy  in  much  more  concentrated  forms.  These  I  have  not 
tried,  because  even  a  solution  of  i  to  iooo  was  very  disagree- 
ably felt  in  the  eye,  and  in  one  case  caused  excessive  pain. 

To  sum  up  my  experience  to  date,  I  may  say  that  in  oph- 
thalmic practice  my  results  do  not  show  that  pyoktanin  is  any 
better  than,  or,  perhaps,  even  as  good  as,  the  bichloride  of  mer- 
cury, and  it  is,  moreover,  a  somewhat  disagreeable  thing  to 
handle  on  account  of  the  staining. 

I  find  it  to  act  very  well  in  purulent  otitis  media,  and  furun- 
culosis  of  the  external  audtiory  canal. 

It  is  probably  as  good  an  antiseptic  as  the  bichloride  of  mer- 
cury to  be  used  after  operations,  and  decidedly  better  for  su- 
tures. 

It  has  neither  aroused  my  enthusiasm,  nor  would  I  feel  con- 
tent to  simply  throw  it  overboard,  until  I  have  made  further 
trials.  That  it  is  not  all  that  Stilling  claims  for  it,  I  am  certain. 


SOCIETY  PROCEEDINGS. 


A  DISCUSSION  OF   THE    CAUSES,  PREVENTION, 
AND  TREATMENT  OF  MYOPIA. 


In  the  Section  of  Ophthalmology  at  the  Annual  Meeting  of  the  British  Medical  As- 
sociation at  Birmingham,  July,  1890. 

I. — PRIESTLEY  SMITH,  M.R.C.S., 
Ophthalmic  Surgeon  Queen's  Hospital,  Birmingham. 

The  subject  set  down  tor  our  discussion  is  large;  we  cannot 
hope  to  deal  fully  with  every  part  of  it,  but  the  chief  points  of 
practical  importance  will  be  raised,  I  think,  if  I  ask  you  to 
consider  the  three  following  questions: 

1.  Is  myopia  a  disease? 

2.  Can  we  prevent  its  occurrence  or  lessen  its  frequency? 

3.  On  what  general  principles  shall  we  deal  with  those  who 
have  it? 

These  are  elementary  questions,  but  they  cover  man}' points 
on  which  we  are  not  entirely  agreed,  and  which  we  may  use 
fully  discuss. 

1.  Is  Myopia  a  Disease? — Donders,  writing  in  1864,  said:' 
"The  emmetropic  eye  is  the  normal  eye.  *  *  A  near- 
sighted eye  is  not  a  sound  eye.  *  *  Progressive  myopia  is 
a  true  disease  of  the  eye.  *  *  In  youth  almost  every  my- 
opia is  progressive."  On  the  other  hand,  he  admits  that  a 
slight  degree  of  myopia  may  have  its  advantages  for  men  en- 
gaged in  study  or  minute  work,  and  that  in  advanced    life  a 

'Donders,  Refraction  and  Accommodation  of  the  Eye.  New  Sydenham  Society, 
vol.  xxii,  pp.  341,  343,  392,  and  213. 
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moderate  myopia  does  not  threaten  the  eye  with  any  special 
danger,  and  confers  a  privilege,  namely,  that  of  reading  easily 
without  glasses,  which  may  well  be  envied  by  emmetropic 
eyes.  In  the  pages  of  later  writers  we  find  doctrines  which 
differ  considerably  in  one  way  or  another  from  that  of  Don- 
ders.  One  or  two  quotations  will  suffice.  Landolt"'  is  in- 
clined to  regard  myopia,  when  it  is  not  accompanied  by  dam- 
age of  the  tissues,  as  an  adaptation  of  the  organ  "to  the  func- 
tions of  a  superior  race,"  as  being  "instituted  in  the  interest  of 
intellectual  progress."  He  confesses,  however,  that  Nature, 
in  thus  attempting  to  better  the  refraction,  has  not  yet  im- 
proved upon  the  workmanship  of  the  emmetropic  eye;  that, 
on  the  conirary.  she  very  frequently  overshoots  the  mark,  and 
not  only  makes  the  eye  much  nearer  sighted  than  is  desirable, 
but  greatly  damages  its  tissues  in  so  doing;  that  myopic  eyes 
bear  the  imprint  of  forced  evolution,  and  are  the  type  of  hy- 
pertrophy rather  than  of  perfection. 

Berry3  takes  a  somewhat  similar  view  of  the  matter.  He 
says  that  great  confusion  has  arisen  from  a  failure  to  discrim- 
inate between  the  myopia  due  to  disease  and  the  much  com- 
moner myopia  which  is  the  expression  of  a  particular  type, 
and  is  no  more  to  be  looked  upon  as  pathological  than  is,  for 
instance,  the  attainment  of  a  greater  than  average  stature.  He 
says  that  we  have  wrongly  assumed  that  the  fate  of  a  malig- 
nant myopia  is  the  possible  fate  of  every  myope,  and  that  this 
false  assumption  has  given  rise  to  all  sorts  of  theories  to  ex- 
plain the  progression  of  myopia  during  the  period  of  growth, 
and  to  a  corresponding  number  of  more  or  less  unpractical 
proposals  as  to  how  such  progression  is  to  be  stopped. 

Stilling'  speaks  even  more  positively  to  the  same  effect.  He 
asserts  that  myopia  of  progressive  type  and  disastrous  issue  is 
originally  and  essentially  of  different  nature  from  the  milder 

2Landolt,  Refraction  and  Accommodation  of  the  Eye,  English  Edition.,  pp.  420 
and  421. 

UJerry,  Diseases  of  the  Eye,  1SS9,  D.  417. 

1  Trans,  of  Uphill.  >oc.  at  Heidelberg,  1886,  p.  14,  see  Ophlh.  Rev.,   vol.  vi,  p.  7. 
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forms;  it  is  not  an  aggravation  of  the  latter.  In  high  myopia, 
he  says,  the  eye  is  diseased;  it  is  not  diseased  because  it  is  my- 
opic; it  is  myopic  because  it  is  diseased. 

Now,  if  these  differences  of  opinion  had  no  bearing  on  our 
manner  of  treating  myopia  we  could  afford  to  trouble  ourselves 
little  about  them;  but  this  is  not  the  case.  Our  very  aims  in 
dealing  with  this  widely  spread  condition  of  the  eye  must  vary 
acc  )rding  as  we  read  its  nature  in  one  way  or  another.  If  we 
really  believe  that  Nature,  when  she  transforms  an  emmetropic 
boy  into  a  myopic  youth  is  attempting  to  improve  the  race, 
we  must,  of  course,  welcome  her  efforts  so  long  as  she  does 
not  go  too  far  or  spoil  the  tissues  of  the  eye.  If  we  are  con- 
vinced that  high  and  disabling  myopia  is  a  fundamentally  dif- 
ferent thing  from  moderate  and  innocent  myopia,  and  not  an 
aggravation  of  it,  we  shall,  of  course,  take  no  steps  to  prevent 
the  one  from  developing  into  the  other;  but  if,  on  the  other 
hand,  we  regard  every  myopia  from  its  very  outset  as  an  op- 
tical defect — a  defect  which  from  an  innocent  beginning  may, 
for  aught  we  can  tell  beforehand,  pass  on  to  a  grave  ending — 
we  shall  strive  to  prevent  its  occurrence  if  possible,  and  when 
it  does  occur  to  arrest  its  progress  as  soon  and  as  completely 
as  possible. 

Let  us  briefly  consider  the  facts.  Up  to  the  age  of  45  at 
least,  the  emmetrope  commands  clear  retinal  pictures  of  ob- 
jects at  every  distance  greater  than  12  inches  from  his  eyes. 
Whether  he  be  a  philosopher  or  a  sportsman,  a  newspaper  ed- 
itor or  a  landscape  painter,  a  clerk  at  the  desk  or  a  sailor  on 
the  lookout,  his  eyes  are  perfect  for  his  purpose.  He  enjoys  an 
extent  of  visual  power  which  the  most  fortunate  myope  can 
only  obtain  by  artificial  means.  Beyond  45  or  50,  the  emme- 
trope, while  he  still  has  an  advantage  over  the  myope  in 
distant  vision,  is  at  a  disadvantage  in  reading;  he  must  use 
glasses,  while  his  slightly  myopic  rival  still  reads  easily  with- 
out. Either  may  now  claim  to  be  the  better  off;  it  is  purely  a 
question  of  taste;  but  we  must  remember  that  the  myope  has 
paid  for  his  temporary  privilege  by  a  lifetime  of  short  sight, 
while  the  emmetrope  through  nearly  half  a  century  has  had  no 
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disability  whatever.  Even  the  ophthalmic  operator,  who  knows 
how  helpful  a  single  dioptre  of  myopia  may  be  to  him  at  50 
years  of  age,  will  admit  that  the  balance  of  advantage  lies,  on 
the  whole,  with  the  emmetrope. 

Myopia,  we  are  told,  is  the  companion  of  intellectual  prog- 
ress, and  truly  it  appears  to  be  so,  but  it  is  a  bad  companion, 
not  a  friend.  The  details  of  the  landscape,  the  shapes  and 
movements  of  living  creatures,  architecture,  pictures,  the 
drama,  the  expression  on  the  faces  of  our  friends,  surely  it  is 
well  for  the  most  intellectual  man  or  woman  to  see  these  things 
without  artificial  aid.  The  emmetrope  can  see  them  all,  and 
his  books  as  well,  until  he  is  more  than  middle-aged,  and  then 
a  pair  of  reading  glasses  restores  to  him  all  that  he  loses.  If 
Nature  really  wishes  to  ease  the  toil  of  the  scholar  by  short- 
ening the  focus  of  his  eyes,  she  should  at  least  reverse  the  ac- 
tion of  his  ciliary  muscles  and  give  him  an  active  accommoda- 
tion for  distance,  so  that  he  might  still  in  his  leisure  moments 
look  abroad  beyond  his  books. 

In  my  judgment,  then,  myopia  is  a  defect  even  when  we  re- 
gard the  optical  condition  only.  When  we  regard  the  tissue 
changes  which  frequently  accompany  it,  the  matter  is  still 
less  open  to  question.  What  is  the  nature  of  the  myopic  pro- 
cess? 

In  early  infancy,  hypermetropia  appears  to  be  the  normal 
condition  of  the  human  eye.  During  childhood,  among  civil- 
ized peoples  at  least,  the  large  majority  of  eyes  become  em- 
metropic, or  nearly  so;  in  other  words,  the  refraction  increases 
with  the  growth  of  the  eye  in  very  early  life.  This  implies 
not  a  simple  increase  of  size,  but  a  change  of  proportion  in 
certain  dimensions;  the  length  of  the  globe  increases  more 
than  the  focal  length  of  the  media.  In  many  cases  this  in- 
crease is  insufficient,  and  the  eye  remains  permanently  hyper- 
metropic; in  other  cases  it  is  excessive,  and  more  or  less  my- 
opia is  permanently  established.  Hence  the  assertion  that 
myopia  in  many  cases  is  in  no  sense  pathological,  but  simply 
the  expression  of  redundant  growth.  The  doctrine  is  reason- 
able, and  is  supported  by  the  fact  that  in  many  cases  of  slight 
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and  moderate  myopia  we  find  no  morbid  tissue  changes,  and 
that  at  the  time  when  the  growth  of  the  body  is  completed, 
the  myopia  usually  ceases  to  increase.  But  it  is  a  dangerous 
doctrine,  for  it  fails  to  cover  certain  other  facts  which  cannot 
be  safely  disregarded. 

In  many  cases  of  slight  and  moderate  myopia,  and  in  nearly 
all  cases  of  high  myopia,  we  find  morbid  tissue  changes  which 
imply  something  very  different  from  redundant  growth,  name- 
ly, extension,  thinning,  and  atrophy  of  the  tunics  in  the  neigh- 
borhood of  the  optic  nerve — changes  which  appear  to  show 
that  the  strain  falling  on  these  membranes  in  this  situation  is 
greater  than  they  can  adequately  bear.  The  amount  and  in- 
crease of  the  atrophy  is  clearly  connected  with  the  amount 
and  increase  of  the  myopia.  In  the  same  eye  it  may  be  ab- 
sent when  the  myopia  is  beginning,  well  marked  when  it  is 
further  advanced.  Clearly,  then,  we  have  often  to  deal  with 
some  cause  or  causes  beyond  a  mere  excess  of  normal 
growth. 

The  position  and  nature  of  the  atrophy,  the  conditions  of 
life  under  which  it  is  chiefly  met  with,  its  increase  under  cer- 
tain circumstances,  its  non-increase  under  others — all  appear 
to  show  that  it  is  caused  mainly  by  the  action  of  the  muscles 
during  convergence  of  the  eyes,  at  a  time  of  life  when  the 
sclera  in  the  neighborhood  of  the  optic  nerve  cannot  ade- 
quately bear  the  strain,  in  other  words,  the  overuse  of  the  eyes 
on  near  objects  in  early  life.  According  to  Donders,  strong 
convergence,  the  stooping  position,  and  certain  predisposing 
conditions  are  the  principal  causes  of  staphyloma  posticum, 
and  staphyloma  posticum  is  almost  synonymous  with  myopia. 
All  subsequent  investigation  has,  in  my  opinion,  tended  to 
substantiate  this  dictum. 

What  are  the  causes  which  predispose  certain  children  to 
become  myopic  while  others  living  under  similar  external  con- 
ditions remain  emmetropic  or  even  hypermetropic?  Various 
possible  causes  have  been  suggested;  for  example,  peculiarities 
in  the  structure  of  the  sclera,  especially  at  the  point  where  it 
joins  the  sheath  of  the  optic  nerve;   peculiarities  in  the  optic 
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nerve,  which  cause  it  to  offer  a  more  than  usual  resistance  to 
the  rotation  of  the  eye;  peculiarities'  in  the  muscles  affecting 
the  directions  in  which  they  act  upon  the  globe  or  their  rela- 
tions to  the  emerging  vortex  veins;  peculiarities  in  the  size, 
shape  and  position  of  the  orbits.  The  evidence  as  to  these 
predisposing  causes  is  not  yet,  I  think,  very  definite  or  conclu- 
sive. Of  more  practical  importance  is  the  distinctly  heredit- 
ary nature  of  the  predisposition;  the  children  of  myopes  are 
not  born  myopic,  but  they  are,  as  a  rule,  more  apt  to  develop 
myopia  than  are  the  children  of  emmetropes.  Curiously 
enough,  some  people  seem  to  think  that  because  a  myopia  is 
inherited  it  is  therefore  a  natural  and  unobjectionable  condi- 
tion, which  may  be  allowed  to  take  its  own  course.  The  very 
opposite  is  true.  Myopic  parents  ought  to  be  doubly  care- 
ful to  protect  their  children  from  the  active  causes  of 
myopia,  and  this  for  the  sake  not  of  the  children  only,  but  of 
the  children's  children. 

I  will  not  trouble  you  with  figures  to  prove  a  close  connec- 
tion between  school  life  and  the  development  of  myopia.  Since 
Hermann  Cohn  led  the  way  by  his  admirable  research  at  Bres- 
lau  nearly  25  years  ago,  statistics  of  the  refraction  of  school 
children  and  college  students  have  accumulated  in  overwhelm- 
ing quantities.  Their  significance  is  disputed  by  some  author- 
ities, but  to  my  mind,  and  I  think  to  the  minds  of  most  of  us, 
they  give  strong  confirmation  to  the  views  of  Donders,  who, 
speaking  of  the  injurious  effects  of  continued  strong  conver- 
gence of  the  eyes  and  the  stooping  position  of  the  head  during 
reading  and  writing,  declared  that  the  foundation  of  myopia  is 
mainly  laid  in  the  schools.5 

It  is  true  that  very  high  myopia  is  sometimes  met  with  in 
persons  who  have  never  used  their  eyes  much  on  near  objects, 
for  instance,  in  young  children  and  in  illiterate  persons  be- 
longing to  the  laboring  class.  These  exceptions  do  not  dis- 
prove the  rule;  they  show  merely  that  the  tunics  may,  under 
some  conditions,  become  over-distended,  apart  from  excessive 
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action  of  the  muscles  and  apart  also  from  glaucomatous  pres- 
sure in  the  eye.  Whether  this  depends  upon  an  original  de- 
fect of  structure  or  upon  malnutrition  of  the  tunics  we  do  not 
know.  Possibly  the  yielding  and  deformation  of  the  sclera  in 
pome  forms  of  myopia  is  analogous  to  the  yielding  and  defor- 
mation of  the  bones  in  rickets. 

A  very  important  point  in  the  myopic  process  is  the  ten- 
dency which  it  has  to  react  upon  itself.  Excessive  converg 
ence  increases  the  myopia,  and  the  increase  of  the  myopia 
compels  a  still  greater  convergence.  The  more  the  boy  stoops 
over  his  book  the  more  short-sighted  he  becomes,  and  the 
more  short-sighted  he  becomes  the  more  he  is  compelled  to 
stoop.  In  this  vicious  circle  the  eyes  not  infrequently  go  on 
from  bad  to  worse  until,  by  reason  of  the  altered  shape  of  the 
globe  and  the  extreme  neainess  of  the  farthest  point  of  dis- 
tinct vision,  convergence  for  this  point  becomes  impossible, 
and  the  effort  to  obtain  binocular  vision  in  reading  is  instinct- 
tively  given  up.  Then  with  a  relative  or  actual  divergence  of 
the  eyes  the  excessive  muscular  strain  is  at  an  end  and  there 
is  a  better  chance  that  the  myopic  process  will  come  to  a 
standstill. 

In  many  cases  of  high  myopia  and  in  some  ot  moderate  de- 
gree we  have  also  serious  congestive  troubles  in  the  uveal 
tract  with  more  or  less  clouding  of  the  vitreous — changes 
which  are  both  a  consequence  and  a  further  cause  of  extension 
and  atrophy.  Detachment  and  shrinking  of  the  vitreous  is 
not  uncommon,  and  in  the  worst  cases,  happily  a  small  pro- 
portion only,  vision  is  permanently  lost  by  detachment  of  the 
retina. 

On  the  one  hand,  then,  we  see  many  myopes  who  suffer  lit- 
tle inconvenience  from  their  ametropia  at  any  time  of  life;  on 
the  other  we  see  grave  disability  and  even  blindness  arising 
from  it;  but  great  as  this  difference  is,  we  cannot  safely,  in  my 
opinion,  draw  a  hard  and  fast  line  between  the  two  types  and 
say  here  is  a  normal  condition,  here  is  a  disease.  In  so  far  as 
the  development  of  myopia  in  the  individual  and  in  the  race  is 
under  our  control  we  should,  I  think,  persistently  endeavor  to 
suppress  it  and  to  preserve  the  emmetropic  type. 
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2.  Can  We  Prevent  the  Occurrence  of  Myopia  or  Lessen  Its 
Frequency? — If  the  foregoing  explanations  be  true,  we  may 
answer  the  question  as  follows:  To  prevent  myopia,  we  must 
prevent  young  people  from  using  their  eyes  too  long  and  too 
closely  upon  near  objects.  By  doing  so  we  shall  limit  the  chief 
active  cause;  the  predisposition  we  shall  not  immediately  af- 
fect, but  we  may  reasonably  hope  that  if  in  each  generation  the 
fresh  production  of  myopia  is  checked,  the  predisposition  to  it 
will  in  time  diminish.  This  hope  is  justified  when  we  see  the 
opposite  side  of  the  picture.  Educational  pressure  without 
due  precaution  has  led,  in  Germany,  to  an  enormous  and,  as  I 
think,  calamitous  development  of  myopia.  The  question  is 
one  chiefly  of  school  hygiene.  Elaborate  rules  concerning 
school  buildings,  school  furniture,  school  books,  and  school 
hours  have  been  formulated.  I  will  not  trouble  you  with  them 
here.  The  present  need  is  not  a  more  accurate  statement  of 
these  requirements,  but  a  wider  knowledge  of  them  among  the 
public.  The  printed  sheet  which  hangs  upon  the  wall  was 
prepared  for  the  purpose  of  bringing  and  keeping  the  matter 
under  the  notice  of  teachers  and  scholars  in  the  Birmingham 
board  schools.  It  now  hangs  in  all  these  schools,  and  I  am 
told  by  a  member  of  the  school  board  that,  in  some  places  at 
any  rate,  it  has  effected  a  decided  improvement  in  the  atti- 
tudes of  the  scholars.  It  is  of  the  highest  importance  that  ev- 
ery school  teacher  should  understand  in  a  general  way  the 
mischief  which  may  be  done  by  overstrain  of  the  eye.  When 
that  knowledge  becomes  general  the  favorite  scholars  will  not, 
so  often  as  at  present,  carry  off  their  school  honors  at  the  cost 
of  damaged  eyesight.  In  my  opinion,  a  periodical  testing  of 
the  bodily  condition — including  especially  stature,  weight, 
hearing,  and  eyesight — should  accompany  the  usual  examina- 
tions in  mental  growth.  The  duty  of  the  oculist  in  relation  to 
this  matter  lies  at  present  rather  in  promulgating  common 
sense  than  in  theorizing  as  to  ultimate  causes.  The  knowl- 
edge we  have  is  ample  for  the  purpose,  if  we  can  get  the  peo- 
ple to  act  upon  it. 

3.  Lastly,  On  What  General  Principles  Shall  We  Deal  with 
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Those  Who  Have  Myopia? — The  question  sounds  absurdly  ele- 
mentary, but  I  believe  that  we  differ  somewhat  amongst  our- 
selves in  the  treatment  of  our  myopic  patients,  because  we  are 
not  entirely  agreed  on  general  principles  I  shall  briefly  state 
what  appears  to  me  to  be  the  best  lines  of  practice,  and  hope 
to  excite  criticism  and  discussion. 

In  every  case  of  myopia  the  treatment  should  have  a  double 
aim  : 

a.  To  remove  as  far  as  possible  the  present  inconveniences; 

b.  To  prevent  as  far  as  possible  future  deterioration  of  the 
eyes. 

The  details  of  the  treatment  will  depend  in  each  case  upon 
the  following  circumstances: 

1.  The  Age  and  Occupation  of  the  Patient. — Other  things 
being  equal,  the  earlier  in  life  a  myopia  begins,  the  more 
likely  is  it  to  ultimately  attain  a  high  degree;  and  the  more 
the  patient  is  occupied,  either  through  taste  or  necessity,  in 
reading,  writing,  or  other  close  work,  the  less  likely  it  is  to 
come  to  a  standstill.  Children  born  of  myopic  parents,  de- 
veloping myopia  at  an  early  age,  and  showing  an  exceptional 
fondness  for  books,  are  especially  in  need  of  restriction  in 
study  and  periodic  examination  ot  the  eyes.  Adults  whose 
myopia  is  stationary  commonly  need  advice  rather  as  to  pres- 
ent conveniences  than  as  to  dangers  ahead.  Adults  with 
high  and  still  progressive  myopia,  who  still  read  and  write,  or 
sew,  without  glasses,  because,  as  they  commonly  say,  they  do 
not  require  them,  need,  of  all  others,  the  firmest  interference 
and  the  gravest  warnings,  and  must  sacrifice  some  present  con- 
venience if  they  would  avoid  future  disaster. 

2.  Upon  the  Degree  and  Character  of  the  Myopia,  whether 
high  or  low,  whether  progressive  or  stationary,  whether  com- 
plicated or  not  with  obvious  congestive  or  atrophic  changes. 
It  is  a  safe  rule  to  suspect  every  myopia  of  a  tendency  to  in- 
crease, until  time  has  proved  it  to  be  stationary;  to  be  doubly 
suspicious  in  presence  of  congestion  or  atrophy;  and  to  re-ex- 
amine at  intervals — three  months,  six  months,  twelve  months, 
or  longer,  according  to  the  nature  of  the  case.    In  young 
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It  will  perhaps  serve  to  promote  discussion  if  I  conclude  by- 
making  the  following  dogmatic  assertions;  myopia  is  always  a 
defect;  often  a  disease.  It  is  entirely  incurable,  but  largely 
preventable.  Its  progress  can  be,  and  often  is,  accellerated 
by  improper  use  of  the  eyes  and  retarded  by  judicious  inter- 
ference. 

II. — F.  RICHARDSON  CROSS,   M.B.,  F.R.C.S., 
Ophthalmic  Surgeon  Bristol  R>  yal  Infirmary. 

No  more  suitable  subject  for  discussion  in  this  Section  could 
have  been  selected  than  that  of  myopia,  whether  as  oculists  we 
approach  it  from  the  scientific  standpoint  of  the  interesting 
facts  that  have  been  elucidated  by  numerous  workers  with  re- 
gard to  the  anatomical  peculiarities  which  predispose  to  its 
development,  or  with  regard  to  the  serious  pathological  con- 
ditions to  which  it  gives  rise;  or  whether  we  approach  it  on 
the  ground  of  public  health,  and  make  inquiry  as  citizens,  why 
this  malady  is  .so  continuously  on  the  increase  and  what  prac- 
tical means  can  be  adopted  in  order  to  prevent  the  alarming 
probability  of  the  bulk  of  the  nation  becoming  short-sighted, 
either  by  direct  acquisition  or  by  inheritance. 

It  must  be  an  extremely  rare  occurrence  for  a  child  to  be 
born  short-sighted,  but  he  may  be  strongly  predisposed  by  the 
confirmation  of  the  eyeball  or  by  peculiarities  in  the  tissues  of 
which  it  is  composed. 

The  main  general  factor  in  causation  is  found  during  the  act 
of  convergence,  which  increases  the  surface  pressure  upon  the 
eyeball  of  the  muscles  which  oppose  this  act.  The  external 
rectus  lies  in  contact  with  the  globe  for  an  average  length  of 
no  less  than  thirteen  millimetres,  and,  by  its  mere  tone,  exer- 
cises considerable  side  pressure  upon  the  eye.  The  greater 
the  convergence  the  more  the  external  rectus  enwraps  the 
globe,  increases  the  side  pressure,  and  tends  to  elongate  the 
antero-posterior  diameter  of  the  eye. 

Both  obliques  also  evert  the  optic  axis  and  oppose  the  act 
of  convergence.    The  inferior  is  in  closer  contact  with  the 
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globe  than  any  other  muscle  (17  millimetres).  Its  tension 
would  squeeze  the  sclera  and  elongate  the  eyeball.  Although 
the  usual  length  of  surface  contact  of  the  superior  oblique  is 
only  about  five  millimetres,  Stilling  has  shown  that  this  mus- 
cle varies  considerably  in  its  direction  and  in  the  position  of 
its  insertion,  which  may  reach  back  almost  to  the  entrance  of 
the  optic  nerve.  He  considers  that  the  foim  of  the  eyeball 
depends  mainly  upon  its  relations  to  the  superior  oblique. 
This  muscle,  in  some  cases,  seriously  compresses  the  eye,  or 
may,  by  dragging  on  the  margin  of  the  nerve,  become  the 
direct  cause  of  a  myopic  crescent. 

The  manner  in  which  the  muscles  enwrap  the  eyeball  will 
be  influenced  by  the  shape  of  the  orbit  and  the  relative  posi- 
tion of  the  globe  within  it.  Take,  for  example,  the  position 
of  the  trochlea,  as  varying  with  the  shape  of  the  orbital  roof. 

With  a  given  anatomical  formation  as  a  predisposing  cause, 
a  greater  or  less  degree  of  myopia  will  be  established  accord- 
ing to  the  amount  of  convergence  exercised  by  the  individual, 
either  in  continuance  or  in  degree.  We  live  in  an  age  of  ex- 
cessive convergence.  The  overtaught  schoolboy  sits  continu- 
ously for  hours  at  his  books;  the  clerk  lives  at  his  desk;  pro- 
fessional and  mercantile  life  is  largely  passed  within  an  office; 
and  dwellers  in  towns  have  their  vision  usually  limited  by  the 
opposite  side  of  the  street.  Numerous  statistics  and  state- 
ments by  careful  observers,  and  the  general  experience  of 
ophthalmic  surgeons,  clearly  show  the  increasing  prevalence 
of  short  sight  in  this  country,  and  that  this  defect  is  out  of  all 
proportion  most  commonly  found  amongst  those  who  have 
used  their  eyes  the  most  assiduously  for  prolonged  work  re- 
quiring close  vision.  It  is,  moreover,  during  the  period  of 
growth  that  short  sight  first  appears  and  is  most  active  in  its 
progress.  Attempts  to  arrest  its  development  must  therefore 
be  made  during  schooldays,  with  the  co-operation  of  those 
who  are  responsible  for  the  scholars — the  teachers  and  the 
boards  of  education.  Even  though  in  a  perfectly  healthy  eye 
no  amount  of  work  per  se  causes  myopia,  at  the  same  time  it 
cannot  be  tco  distinctly  stated  that  most  cases  of  myopia  are 
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people  this  is  particularly  important.  It  is  important  because 
a  judicious  regulation  of  the  use  of  the  eyes,  more  or  less 
strict  as  the  course  of  the  case  may  demand,  will  check  the 
advance  of  the  myopia  if  it  does  not  arrest  it,  and  will  check 
the  development  of  the  congestive  and  atrophic  changes  which 
too  often  accompany  the  advance.  To  this  end  we  have  to 
inquire  as  to  the  amount  of  book  work  habitually  done,  and 
the  manner  of  doing  it.  We  have  often  to  urge  a  diminution, 
especially  of  evening  work  by  artificial  light;  and  still  more 
often  to  correct  the  manner  of  doing  it  by  insisting  on  proper 
attitudes,  and  by  giving  glasses  and  other  appliances  which 
render  sach  attitudes  possible.  In  some  cases  we  are  bound 
to  advise  that  all  book  work  shall  be  given  up,  perhaps  for 
several  years.  If  we  can  stop  the  march  of  the  myopia  for  a 
time,  we  shall  gain  much,  for  meanwhile  the  sclera  will  be 
growing  stronger,  later  on  it  may  be  better  able  to  bear  the 
strain.  For  such  cases,  schools  or  classes  in  which  young 
people  might  be  educated  with  a  minimum  use  of  books,  pens, 
and  paper  are  much  wanted. 

3.  The  Range  of  the  Accommodation. — The  myopic  eye,  be- 
ing focussed  for  a  near  point,  uses  its  accommodation  com- 
paratively little.  If  we  give  the  myope  fully  correcting  glasses, 
and  bid  him  read  with  them,  we  throw  an  unwonted  task  upon 
his  ciliary  muscles;  at  first  they  may  be  unable  to  meet  the  de- 
mand; after  a  little  practice,  in  many  cases  they  recover  their 
normal  vigor.  Is  the  accommodative  act  injurious  to  the 
myopic  eye?    Does  it  tend  to  increase  the  myopia? 

Some  oculists  have  maintained  that  it  is  accommodation 
rather  than  convergence  which  does  the  mischief;  others,  while 
they  regard  convergence  as  the  chief  offender,  yet  hold  that 
full  play  of  the  accommodation,  as  when  correcting  glasses  are 
used  for  reading,  is  apt  to  do  harm,  and  should  not  be  allowed. 
My  own  custom,  some  years  ago,  was  to  act  on  this  idea,  and 
to  give  even  to  young  myopes  reading  glasses  weaker  than 
those  required  for  distance.  Later  I  have  come  to  think 
differently,  partly  through  reading  a  forcible  article  by  Fors- 
ter,  an  abstract  of  which  may  be  found  in  the  Ophthalmic  Re- 
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vieiv,  for  January,  1887.  My  present  custom  is  to  encourage 
rather  than  to  discourage,  within  proper  limits,  the  use  of  the 
accommodation;  in  other  words,  to  advise  those  who  can  to 
use  the  same  glasses  for  reading  and  for  distance,  and  when 
this  is  impossible,  by  reason  of  weak  accommodation,  still  to 
give  reading  glasses  as  strong  as  can  be  worn  with  comfort. 
The  advantage  of  such  glasses  is  that  they  not  only  enable, 
but  strongly  encourage,  and  sometimes  even  compel,  the 
myope  to  increase  his  reading  distance.  Experience  shows,  I 
think,  that  the  more  nearly  we  are  able  to  re-establish  a  range 
and  a  region  of  accommodation  similar  to  that  possessed  by 
the  emmetrope,  the  better  for  the  patient  both  in  the  present 
and  in  the  future.  We  are  often  limited  in  this  direction  by 
impaired  visual  acuteness,  and  by  the  effect  of  concave  glasses 
in  diminishing  the  size  of  the  retinal  images.  We  must 
effect  the  best  compromise  which  the  circumstances  will  per- 
mit. 

4  The  Presence  or  Absence  of  So- Called  Insufficiency  of  the 
Internal  Recti. — A  proper  balance  between  convergence  and 
accommodation  is  to  be  obtained  if  possible.  Correcting 
glasses  may  establish  such  a  balance.  On  the  other  hand, 
they  may  greatly  disturb  a  pre-existing  balance.  A  progres- 
sive change  of  glasses,  with  gradual  practice,  may  therefore 
be  required.  Binocular  fixation  may  be  favored  by  decentra- 
tion  of  the  glasses,  by  the  use  of  prisms,  or  by  tenotomy.  On 
the  other  hand,  in  high  myopia,  it  is  often  better  to  encourage 
monocular  fixation  in  reading,  one  eye  being  allowed  to  wan- 
der outward,  than  to  maintain  a  laborious  and  injurious  con- 
vergence. 

These  are,  I  think  the  chief  considerations  which  should 
guide  the  treatment  of  myopia.  I  will  not  attempt  to  speak 
of  details,  or  of  the  more  serious  choroidal  and  retinal  compli- 
cations which  bring  many  of  our  myopic  patients  to  us.  We 
may  sometimes  palliate  these,  but  we  cannot  cure  them.  We 
can  do  far  more  important  service  to  the  myope,  if  he  will  let 
us  do  it,  by  helping  him  to  avoid  these  complications  than  by 
any  remedial  treatment  after  the  fact. 
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lost,  and  no  one  is  more  disappointed  with  his  future  common- 
place career  than  himself.  In  all  this  over-reading  the  chief 
primary  strain  talis  upon  the  eye,  and  as  a  simple  question  of 
economy  every  possible  means  should  be  adopted  to  make  its 
work  easy. 

f.  School  books  should  be  well  printed,  with  large,  clear 
letters,  easily  differentiated  from  one  another,  the  words  well 
set  apart,  black  on  a  thick  white  paper.  The  practice  of  giving 
papers  illegibly  chromographed  for  evening  preparation  by 
artificial  lights  is  especially  deleterious,  and  the  use  of  the 
ordinary  grey  slate  should  be  abolished. 

2.  The  light  should  fall  upon  the  book  directly  from  the 
sky;  if  not,  it  should  be  as  perfect  as  possible,  plentiful  and 
well  distributed.  Where  artificial  light  is  needed,  it  should  be 
steady,  cool,  and  bright  upon  the  print,  without  dazzling.  The 
best  possible  illumination  during  evening  lessons  in  the  study 
or  at  home  is  no  less  important  than  the  lighting  of  the  school- 
room. 

The  prevention  of  short  sight  mainly  depends  on  keeping  the 
eyes  of  children  and  young  people  sufficiently  far  from  their 
work.  For  this  purpose  both  seat  and  desk  should  encourage 
a  proper  position  of  the  head  and  spine,  and  a  sufficient  dis- 
tance (at  least  a  foot)  of  the  eyes  from  the  book.  If  neces- 
sary, the  proper  spectacles  must  be  used  to  effect  the  same 
purpose.  Sometimes  abducting  prisms  are  of  value.  The 
fact  that  face  rests  or  straighteners  have  come  into  use  in 
order  to  prop  up  the  child's  head,  and  prevent  it  getting  too 
close  to  the  desk,  is  a  sad  comment  on  the  excess  to  which 
book  teaching  is  in  some  cases  now  being  carried.  Whatever 
of  gain  may  be  given  by  such  barbarous  instruments  is  surely 
neutralized  by  the  general  nerve  worry  they  produce. 

The  desks  and  seats  should,  wherever  work  is  being  done, 
be  as  perfectly  arranged  as  possible  for  the  purpose  required. 
Much  ingenuity  and  enterprise  have  been  expended  on  school 
desks;  in  the  Paris  Exhibition  of  1867,  only  three  types  were 
shown,  but  seventy-one  kinds  were  exhibited  in  that  of  1878. 

Our  distinguished  colleague   Priestley  Smith,  a  lew  years 
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since,  devised  a  simple  form  of  hygienic  desk  for  use  either  at 
school  or  at  home  upon  any  ordinary  table,  a  full  description 
of  which  is  given  in  the  Ophthalmic  Revieiv,  1886,  vol.  v. 

However  perfect  the  conditions  are  made  under  which  eye 
work  is  to  be  done,  there  must  be  a  limit  to  its  safe  amount, 
and  this  will  vary  with  the  individual  student. 

I  do  not  doubt  that  the  hours  fixed  in  the  schools  are  the 
best  for  the  majority  of  boys,  but  for  many  they  are  too  long. 
Faulty  vision  is  present  probably  in  about  two-thirds  of  the 
scholars;  hypermetropia  mainly,  to  a  less  degree  myopia;  and 
in  either  case  serious  troubles  may  supervene  upon  injudicious 
use  of  the  eyes,  or  may  be  prevented  by  a  timely  rest. 

Many  people  still  believe  that  short  sight  is  by  no  means  an 
unmixed  evil,  and  that  the  inconvenience  of  wearing  specta- 
cles to  see  at  a  distance  in  youth  is  to  be  counterbalanced  in 
later  years  requiring  no  such  artificial  aid  for  reading, 

The  sad  fact  must,  however,  be  admitted  that  the  short- 
sighted eye  is  an  invalid  specially  liable  to  congestion  and  to 
discomfort  even  under  a  moderate  amount  of  work,  not  infre- 
quently rendered  incapable  of  reading  by  degeneration  of  the 
choroid  or  even  absolutely  blinded  by  detachment  of  the 
retina. 

The  short-sighted  eye  is  an  accompaniment  of  high  civiliza- 
tion. A  slight  myopia  is,  perhaps,  rather  an  advantage,  and  it  is 
has  been  suggested  that  there  may  be  a  special  tendency  to 
overgrowth  of  the  eye  in  those  who  have  a  high  degree  of 
cerebral  development,  because  the  eye  vesicle  being  essentially 
an  outgrowth  of  the  brain  these  two  structures  tend  to  grow  in 
unison  to  a  similar  extent  and  at  the  same  time  impress  a  type 
upon  the  skull  and  sclera,  whose  function  it  is  to  protect 
them. 

On  the  other  hand  many  children  have  inherited  a  tendency 
to  a  distinctly  pathological  form  of  myopia  and  to  serious 
delicacy  of  the  eye  tunics.  In  these  slight  overwork  readily 
induces  hyperemia  and  inflammation  of  the  choroid,  with  ex- 
cessive yielding  at  the  posterior  pole  of  the  eyeball  under 
pressure  of  the  extraocular  muscles. 
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due  to  overpressure  and  to  hygienic  defects  in  the  schools  and 
colleges. 

All  more  recent  observations  have  only  confirmed  those  of 
Dr.  Cohn,  of  Breslau,  who,  disregarding  all  myopias  under  I  D, 
found  (i)  the  higher  the  school  the  greater  the  percentage  of 
myopes:  in  the  village  schools,  1.4  per  cent;  in  the  elementary 
schools,  6.7  per  cent;  in  the  middle  schools,  10.3  per  cent;  in 
the  technical  schools,  19.7  per  cent;  in  the  gymnasia,  26.2  per 
cent;  in  the  university,  59  per  cent.  In  fine  of  the  gymnasia 
the  myopes  numbered  over  50  per  cent.  2.  In  each  school 
the  number  of  myopes  increases  from  class  to  class  upward, 
from  15  per  cent  in  the  lowest  classes  of  the  gymnasia  to  56 
per  cent  in  the  higher  classes.  3.  The  higher  the  school,  or 
>  the  higher  the  class  in  the  same  school,  the  higher  is  the 
average  degree  of  the  short  sight. 

In  April,  1 881,  a  committee  was  appointed  by  the  Lords 
Commissioners  of  the  Admiralty  to  hold  an  inquiry  upon  cer- 
tain points  connected  with  the  Greenwich  Hospital  School, 
with  especial  reference  to  the  very  large  proportion  of  boys 
who  were  found  to  have  become  while  there  physically  dis- 
qualified for  the  naval  service.  Of  1,074  boys  admitted  at  13 
years  of  age  with  perfect  sight,  as  tested  by  Snellen's  method, 
no  fewer  than  60  were  declared  unfit  for  the  navy  on  account 
of  imperfect  vision  when  they  passed  out  of  the  school  at  the 
age  of  1 5 1  /2  years.  Almost  all  the  60  cases  were  suffering 
from  myopia,  which  had  thus  been  proved  to  arise  during  the 
school  life;  moreover,  it  was  found  out  of  all  proportion  most 
frequently,  and  of  the  highest  grades,  amongst  the  lads  of  the 
more  advanced  classes,  who  spend  most  of  their  time  in  study 
and  reading.  The  condition  of  the  school-rooms  was  found  to 
be  very  unsatisfactory.  Illumination  was  most  imperfect,  and 
the  boys  were  often  sitting  in  their  own  light.  The  old-fash- 
ioned desks  and  stools,  of  the  same  size  for  all  pupils,  necessi- 
tated a  constrained  and  awkward  position  and  much  bending 
over  the  books. 

These    evils  have    since  been  very  completely  corrected. 
Cubic  space  is  abundant,  obstructive  partitions  have  been  re- 
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moved,  and  proper  windows  have  been  inserted.  New  desks 
of  varying  sizes  have  been  supplied,  and  have  been  placed  in 
the  proper  position  with  regard  to  the  windows,  securing  not 
only  abundance  of  light  in  every  part  of  the  room  in  which  the 
scholars  sit,  but  its  correct  incidence.8 

At  about  the  same  time  in  Paris,  on  account  of  the  increase 
of  myopia  in  children,  the  Minister  of  Public  Instruction  nomi- 
nated a  commission  for  the  hygiene  of  sight  in  schools.  The 
commission  included  school  inspectors,  publishers,  and  print- 
ers, with  oculists,  and  these  drew  up  practical  rules  for  the 
guidance  of  the  municipal  architects  of  Paris  and  the  school 
authorities.  Only  last  November,  however,  M.  Drolais,  at  the 
Paris  Academy  of  Medicine,  called  attention  to  the  alarming 
increase  of  myopia  in  the  French  schools,  which  he  says  will 
continue  if  the  authorities  who  ought  to  realize  proposed  re- 
forms rest  content  with  their  simple  proposal.  He  asserts  that 
school  myopia  is  a  question  neither  of  race  nor  heredity,  but 
is  developed  in  the  pupils  by  the  present  hygiene  defects  in 
the  schools  and  colleges. 

Could  we  to-day  in  England  honestly  repudiate  such  a 
statement  if  made  with  regard  to  our  own  educational  system? 
If  not,  what  is  to  be  done  to  improve  matters?  It  is  of  the 
first  importance  to  develop  an  intelligent  interest  in  this  ques- 
tion in  the  minds  of  our  schoolmasters  and  to  seek  their  active 
co-operation.  A  good  deal  has  been  recently  written  and 
said  about  over-education,  but  with  competitive  examination 
based  upon  its  present  principles  the  cram  system  is  likely  to 
become  more  and  more  popular. 

Long  school  hours  are  of  no  avail  unless  also  study  is  pro- 
longed through  the  evening  into  the  night.  There  is  no  ob- 
jection to  this  in  the  case  of  those  boys  who  learn  easily  or  of 
those  of  fair  physique;  but  many  are  broken  down  by  it,  and 
many  others  are  only  helped  into  a  false  position  at  the  start 
of  life.  Another  distinction  may  have  been  added  to  the 
credit  of  a  school,  but  the  individuality  of  the  prize-winner  is 

6Abstract  of  a  paper  by  Fleei»Surgeon  Henry  Hadlow,  British  Medical  Journal, 
May  19,  1883. 
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the  one  hand  and  of  corneal  opacities  on  the  other.    It  was 
evident  that  in  astigmatism  no  amount  of  accomodation  could 
produce  sharp  images,  and  the  child  finally  resorted  to  bring- 
ing the  eyes  close  to  the  object,  in  order  to  obtain  large 
though  indistinct  images.    The  same  was  the  case  with  cor- 
neal opacities.    The  great  amount  of  strain  caused  congestion 
in  the  myopic  eye  and  it  was  only  natural  that  the  weakest 
part  should  give  way,  and  become  inflamed  and  partially  lose 
its  function.    This  was  the  region  of  the  macula  lutea.  Dr. 
Grossmann  considered  choroiditis  as  the  result,  and  not  as 
the  cause,  of  myopia.    As  to  prevention  and  treatment,  he 
preferred  to  give  different  glasses  for  distance  and  foi'  near  ob- 
jects; or  if  one  glass  only  had  to  be  given,  that  for  near  objects 
alone.    In  order  to  obviate  the  painful  brightness  of  strong 
glasses  for  outdoor  wear,  he  strongly   recommended  for  that 
purpose  neutral-tinted  glasses.    Prismatic  glasses  were  only 
rarely  of  any  avail.    The  effect  of  the  tilted  position  of  folders 
was  of  rather  small  importance,  and  had  to  be  taken  on  its 
own  merits.    In  one  case  a  concave  glass  would  produce  astig- 
matism when  tilted,  while  in  another  instance  it  might  happen 
to  correct  existing  astigmatism  to  a  considerable  degree.  This 
was  often  seen  in  patients  who  not  infrequently  and  uncon- 
sciously correc  ed  their  astigmatism  by  the  inclination  which 
they  gave  to  their  folders.  As  for  the  curability  of  myopia,  the 
fact  that  a  myopic  eye  of  a  child  might  grow  out  of  its  myopic 
refraction  when  properly  looked  after  should  always  be  borne  in 
mind,  and  certainly  tended  to  show  that  myopia  was  curable 
within  certain  limits. 

VI. — SIMEON  SNELL,  M.R.C.S., 
Ophthalmic  Surgeon  Sheffield  General  Infirmary. 

Mr.  Snell  referred  to  the  subject  as  being  closely  associated 
with  that  of  overpressure,  and  said  it  was  desirable  for  each  of 
them  in  his  own  locality  to  do  what  he  could  to  enlist  interest 
in,  and  impart  information  respecting,  the  subject.  On  two 
occasions  lie  had  been   invited   to  address  teachers  on  the 
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subject,  and  he  insisted  on  the  point  that  the  invitation  on 
each  occasion  came  from  the  teachers  themselves.  He  found 
that  they  were  more  alive  to  the  importance  of  recognising 
imperfections  of  vision  than  was  formerly  the  case. 

VII. — C.  M ACNAMARA,  F.R.C.S., 
Surgeon  Westminster  Hospital  and  Royal  Westminster  Ophthalmic  Hospital. 

Mr.  Macnamara  said  that  not  having  heard  the  paper  he 
would  not  attempt  to  make  any  comments  on  the  points  rais- 
ed by  Mr.  Priestley  Smith,  but  having  listened  to  the  discus- 
sion with  great  interest  the  point  which  had  occurred  to  him 
was  the  desirability  of  individual  members  exercising  their  in- 
fluence upon  the  educational  authorities  in  the  localities  in 
which  they  resided  rather  than  trusting  to  effect  any  practical 
results  through  the  Government  or  their  representatives  in  the 
Education  Department.  Unquestionably  the  Uphthalmologi- 
cal  Society  could  best  work  the  scientific  side  of  the  question, 
but  he  doubted  if  much  could  be  effected  in  this  direction  in 
influencing  the  public,  and  so  the  guardians  of  the  young, 
especially  in  home  studies.  But  the  medical  attendant  might, 
if  he  would  only  take  the  trouble,  preserve  the  eyes  and  health 
of  those  under  his  care.  Their  work  was  responsible  for  a 
good  deal  of  myopia  combined  with  bad  light.  There  could 
be  no  disputing  this  fact,  and  they  could  each  and  all  of  them 
press  this  important  fact  on  parents,  schoolmasters,  and  such 
like  persons,  and  by  doing  this  they  would  prevent  the  develop- 
ment of  lower  degrees  of  myopia  in  combination  with  the  use 
of  proper  glasses. 

VIII. — G.  J.  BULL,  M.D., 
I'aris 

Dr.  Bull  said,  in  reply  to  Mr.  Juler's  remarks  as  to  the  pro- 
priety of  fully  correcting  the  myopia,  that  myopia  frequently 
appeared  to  be  greater  than  it  really  was  by  reason  of  a  spasm 
of  accommodation,  which  might  not  be  relieved  even  by  a  few 
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Unless  such  cases  are  carefully  watched  a  vicious  circle  is 
started  which  goes  on  from  bad  to  worse  and  more  serious 
future  damage  can  only  be  averted  by  absolute  avoidance  of 
all  kinds  of  severe  eye  work. 

When  any  suspicion  exists  that  myopia  is  progressive  the 
eyes  of  the  pupil  should  be  examined  at  stated  intervals  by  a 
competent  authority,  and  if  he  finds  it  necessary  to  recommend 
some  modification  of  the  school  curriculum,  as,  for  instance,  a 
rest  of  a  few  minutes  during  every  hour  of  school  work  or  a 
cessation  from  evening  study,  both  parents  and  teachers 
should  recognise  the  serious  risks  of  neglecting  such  advise. 

III. — HENRY  EALES,  M.R.C.S., 
Honorary  Surgeon  Birmingham  and  Midland  Eye  Hospital. 

Mr.  Eales  dissented  from  the  traditional  teaching  that  myo- 
pia was  never  congenital.  Seventeen  years  ago  a  child,  aet.  18 
months  only,  came  under  his  notice  with  a  myopia  of  ilD, 
and  this  case  at  the  present  time  differed  little  from  many  of 
the  cases  of  high  myopia  which  were  often  seeking  advice  at 
hospitals.  Certainly  the  myopia  in  that  case  was  not  caused 
by  education,  and  it  seemed  impossible  not  to  believe  it  to 
have  been  congenital,  and  if  so,  why  might  not  many  of  these 
higher  myopias  also  be  congenital?  He  fully  agreed  with 
most  that  had  been  said  by  Mr.  Priestley  Smith,  and  believed 
tliat  by  care  and  the  management  of  moderate  cases  in  young 
people,  on  the  lines  laid  down  by  him,  the  myopia  might  be 
kept  within  moderate  and  safe  limits.  Personally  he  (the 
speaker)  always  fully  corrected  the  myopia,  and  enjoined  the 
use  of  those  glasses  for  all  reading  and  writing,  unless  it  was 
found  that  the  accommodation  was  weak,  when  he  ordered 
weaker  glasses  for  near  work.  He  found  that  in  many  cases 
where  insufficiency  of  convergence  was  present,  it  was  re- 
moved by  the  use  of  full  correcting  concave  glasses,  to  the 
great  relief  of  the  patient.  He  thought  this  insufficiency  one 
of  the  chief  causes  of  aching  about  the  eye  in  myopes;  when 
this  was  not  removed  by  concave  glasses,  he  was  in  favor  of 
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combining  prisms  with  the  concave  glasses  for  near  work.  He 
thought  the  existance  of  astigmatism  was  very  prevalent  in 
myopia,  and  was  strongly  of  impression  that  it  was  an  impor- 
tant factor  in  its  causation,  and  always  carefully  corrected  it. 

He  often  found  spectacles  of  compound  lenses,  containing 
a  spherical,  cylindrical,  and  prismatic  glass,  most  useful  in 
these  cases.  The  most  marked  features  about  myopic  eyes 
was  their  tendency  to  choroidal  diseases,  which  was  found  in 
many  different  forms. 

IV. — HENRY  E.  JULER,  F.R.C.S., 
Ophthalmic  Surgeon  St.  Mary's  Hospital. 

Mr.  Juler  entirely  agreed  with  the  authors  of  the  papers  as 
to  the  absolute  necessity  of  good  illumination,  of  correct  pos- 
ture, and  of  moderation  of  work;  and  he  had  no  doubt  that  all 
members  present  would  be  of  the  same  opinion.  What  they 
were  likely  to  be  at  variance  about,  and  what  it  seemed  to 
him  desirable  that  an  opinion  should  be  elicited  about,  as  was 
to  the  best  way  of  prescribing  correcting  glasses.  In  young 
myopes,  whose  eyes  presented  no  signs  of  choroidal  trouble, 
he  entirely  agreed  that  a  full  correction  should  be  adopted, 
either  at  once  or  by  progressive  stages.  Patients  became  very 
happy  in  their  use,  even  where  high  degrees  of  myopia  ex- 
isted. Any  existing  astigmatism  should  be  accurately  cor- 
rected. In  cases  where  choroidal  troubles  were  associated 
with  myopia,  either  progressive  or  otherwise,  he  was  more 
anxious  and  thought  more  importance  should  be  attached  to 
rest  of  the  eyes  and  the  general  health.  He  had  not  that 
fear  of  using  glasses  which  seemed  to  exist  among  some  col- 
leagues. 

V.  KARL  GROSSMANN,  M.D., 

Opl  thalmic  Surgeon  Stanley  Hospital,  Liverpool. 

Dr.  Grossmann  pointed  out  as  one  of  the  most  important 
causes  of  myopia  the  existence  of  astigmatism  in   children  on 
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ience  and  preventing  deterioration  held  good.  To  a  school- 
boy with  M.  of  I  D.,  he  would  say:  "Have  you  any  inconven- 
ience? Can  you  see  the  black  board,"  etc.?  He  probably  had 
little  or  none.  Then  he  would  give  him  no  glasses.  They 
would  be  more  plague  than  profit  even  for  distance,  and  for 
reading  were  unnecessary.  But  to  the  parents  he  would  ex- 
plain the  probability  of  increase,  the  great  importance  of  strict 
attention  to  the  amount  and  mode  of  study,  and  would  advise 
that  the  teacher  be  communicated  with,  and  that  the  boy  be 
re-examined  in  six  months.  If  the  M  were  higher  than  2  D., 
he  would  give  correcting  glasses,  probably  to  be  worn  con- 
stantly, certainly  to  be  worn  invariably  for  near  work.  He 
would  say:  "You  may  wear  these  all  day  long;  you  must 
wear  them  whenever  you  read,  or  write,  or  draw,  or  play  the 
piano."  He  was  very  glad  to  find,  from  their  discussion,  that 
they  were  agreed  as  to  the  national  importance  of  the  preven- 
tion of  myopia.  Some  recent  writers  were  inclined  to  minim- 
ise it;  he  believed  that  such  teaching  was  likely  to  do  serious 
harm.  While  resolutions  such  as  that  which  was  about  to  be 
proposed  to  them  might  in  time  do  good,  he  was  inclined  to 
rely  more  upon  the  individual  efforts  of  each  one  of  them  in 
his  own  neighborhood. 

Mr.  Richardson  Cross,  Reply. 

Alter  reference  to  some  special  points  in  the  relation  of  the 
intraocular  muscles  to  the  globe  and  the  importance  of  suc- 
cessive prolonged  convergence  of  the  eyes  on  the  production 
of  myopia,  Mr.  Cross  alluded  to  the  necessity,  in  these  days  of 
severe  competitive  examination,  of  giving  the  eyes  every  op- 
portunity of  doing  their  work  in  ease  and  comfort,  and  strongly 
advocated  the  importance  of  drawing  the  attention  of  school 
teachers  and  school  boards  to  the  fact  that  a  large  amount  of 
myopia  was  directly  due  to  the  want  of  proper  treatment  of 
the  eyes  during  school  work  and  during  home  preparation. 
Everything  possible  should  be  done  to  make  the  lighting  of 
schoolrooms  perfect;  to  insist  on  a  proper  attitude  of  the  stu- 
dents while  at  the  lessons,  and  to  see  that  properly  arranged 
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desks  and  forms  were  provided;  and  to  encourage  the  proper 
printing  of  school  books.  When  this  had  been  done  it  would 
still  be  evident  that  certain  eyes  could  not  do  the  full  share  of 
the  ordinary  school  curriculum,  and  both  parents  and  teachers 
should  realize  the  importance  of  seeing  that  the  advice  of  the 
oculist  was  faithfully  carried  out,  whether  it  were  an  occasional 
rest  during  school  hours  or  the  abolition  of  evening  lessons, 
or  absolute  rest  for  six  months,  or  whatever  was  considered 
necessary  for  the  eyes.  The  serious  tendency  of  some  short- 
sighted eyes  was  also  passed  in  review.  But  the  object  of 
the  paper  was  to  try  to  enforce  the  interest  of  the  family  phy- 
sician and  the  public  on  the  whole  question,  which  ophthal- 
mologists had  done  so  much  to  explain  and  to  evolve. 

RESOLUTION. 

On  the  motion  of  Mr.  Bell,  seconded  by  Mr.  Wray,  the  fol- 
lowing resolution  was  adopted:  "That  the  officers  of  the 
Ophthalmological  Section  communicate  with  the  officers  of 
the  Ophthalmological  Society  of  Great  Britain  and  Ireland 
with  a  view  of  making  recommendations  to  the  Education 
Department  for  the  control  of  the  increase  of  myopia  in  Board 
Schools. 
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days'  use  of  atropine.  He  who  gave  the  glass  which  appeared 
to  be  the  full  correction  would  often  be  giving  an  over-correc- 
tion. Unless  the  glass  was  placed  with  its  curved  surface  nor- 
mal to  the  line  of  sight,  it  produced  the  effect  of  a  cylindrical 
lens.  The  effect  of  the  object  being  proportional  to  the  num- 
ber of  the  lens,  it  would  be  greater  with  the  fully  correcting 
glass  than  with  a  glass  two  or  three  dioptres  weaker  that 
would  be  suitable  for  reading.  If  a  strong  glass  was  used  in 
spectacles  for  both  reading  and  distant  vision,  it  would  be 
placed  obliquely  for  one,  if  not  for  the  other,  and  the  cylindri- 
cal effect  produced  was  fatiguing  to  the  'accommodation,  and 
might  tend  to  produce  spasm  and  increase  a  myopia.  The 
distance  glasses  should  be  erect,  the  reading  glasses  tilted. 

IX.  — W.  J.  CANT,  M.R.C.S.,  L.R.C.P.LOND., 
Honorary  Surgeon  Lincoln  County  Hospital. 

Mr.  Cant  mentioned  a  case  of  congenital  myopia  in  a  child 
aet.  6  months, — 10  D.  was  found.  The  lens  of  the  left  eye  slowly 
became  opaque,  and  at  the  age  of  12  months  the  cataract  was 
complete.  He  considered  it  not  advisable  fully  to  correct  the 
myopia  in  children. 

X.  —  H.  BENDELACK  HEWETSON,  M.R.C.S., 
Ophthalmic  and  Aural  Surgeon  Leeds  General  Infirmary. 

Air.  Hevvetson  regretted  that  he  was  not  able  (being  detained 
in  another  Section)  to  hear  the  papers  on  myopia.  The 
following  facts,  however,  would  be  interesting  to  the  Section: 
A  medical  missionary — Mr.  Harrison — whom  he  had  especial- 
ly trained,  had  examined  a  large  number  of  aborigines  in 
Cook's  Isles  in  the  South  Pacific  as  to  the  prevalence  of  my- 
opia in  a  set  of  people  only  thirty  years  removed  from  abso- 
lute savagery.  Mr.  Harrison  found  a  very  large  proportion  of 
highly-myopic  savages.  He  (the  speaker)  also  noticed  myopia 
in  horses  and  other  animals,  especially  in  horses  which  shied 
from  an  inability  to  see  clearly.  Thes*  were  myopic  by  the 
ophthalmoscope. 
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XI. — CHARLES  WRAY,  F.K.C.S., 
Ophthalmic  Surgeon  Croydon  (ieneral  Hospital. 

Mr.  Wray  said  cases  seemed  at  times  to  be  congenital;  for 
example,  a  patient  came  to  the  hospital  when  4  years  of  age, 
with  myopia  over  17  D.,  and  a  large  myopic  crescent.  It  was 
difficult  to  believe  that  accommodation  had  any  influence. 
The  principal  cases  for  treatment  were  those  occurring  in  deli- 
cate subjects  of  tender  age,  in  which  through  the  extensile 
condition  of  the  fibrous  tissues  it  would  be  legitimate  to  sup- 
pose yielding  of  the  sclera  would  ensue  under  prolonged  eye 
strain  at  near  work.  Was  there  any  connection  between  cir- 
culatory obstruction  and  myopia?  Any  increase  in  the  circu- 
latory mechanism  pari  passu  with  the  increased  demand  for  it 
by  virtue  of  the  estrangement  of  the  globe?  It  was  desirable 
in  hyalitis  with  high  myopia,  to  use  "Franklins's,"  to  take  the 
strain  off  the  ciliary  muscle  where  a  good  distant  vision  was 
indispensable. 

Mr.  Priestley  Smith's  Reply. 

Mr.  Priestley  Smith,  in  reply,  said  the  errors  which  accom 
panied  the  use  of  the  shadow  test  in  high  myopia  depended 
chiefly  on  the  deformity  of  the  back  of  the  eye;  the  disc  stood 
obliquely,  the  macula  was  more  distant  than  the  disc,  hence  it 
was  necessary,  for  correct  estimation,  to  examine  at  the  ma- 
cula; but  in  very  high  myopia  it  was  practically  unimportant  to 
distinguish  objectively  between,  for  example,  20  D.  and  22  D. 
His  own  measurements  of  1,000  healthy  corneae  proved  that 
the  seize  of  the  cornea  bore  no  constant  relation  to  the  refrac- 
tion; the  average  diameter  was  the  same  in  H,  E,  and  M. 
There  was  no  evidence  that  high  myopia  of  the  ordinary  kind 
was  allied  to  glaucoma;  the  tonometer  showed  no  excess  of 
tension,  the  field  was  not  contracted,  the  disc  was  not  cupped, 
and  the  deformity  of  the  globe  was  different  from  that  which 
arose  from  glaucomatous  pressure  in  young  eyes;  the  yielding 
of  the  sclera  was  more  localised.  With  regard  to  the  correc- 
tion of  low  degrees  of  M.,  the  principle  of  removing  inconven- 
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Owing  to  the  great  amount  ot  literature  recently  devoted  to 
the  subject  of  cataract  extraction,  I  owe  it  to  you  as  a  matter 
of  courtesy,  as  well  as  in  justice  to  myself,  to  say  I  would  not 
presume  to  bring  it  forward  now  had  I  not  failed  after  diligent 
search  to  find  a  precedent  for  the  operation  which  I  shall  here- 
after describe,  and  which  I  believe  possesses  some  merit.  The 
nearest  approach  to  it  is  in  opening  the  capsule  with  the  point 
of  the  knife  as  it  enters  the  anterior  chamber  while  the  section 
is  being  made  and  with  which  you  are  all  familiar. 

The  leading  point  in  the  operation  is  in  making  the  capsulo- 
tomy  the  primary  step,  thereby  enabling  the  operator  to  deliver 
the  lens  at  the  very  moment  the  corneal  section  is  completed. 
I  will  not  encroach  upon  your  time  with  the  progressive  his- 
tory of  the  many  methods  devised  by  different  operators,  nor 
with  the  details  ol  this  operation  as  to  instruments,  antiseptics, 
after-treatment,  etc.,  as  they  differ  in  no  essential  particular 
from  the  generally  accepted  measures  in  other  methods. 

Supposing  the  eye  to  be  now  ready.  A  Bowman  stop-nee- 
dle is  thrust  into  the  anterior  chamber — the  pupil  having  been 
previously  dilated — the  point  of  which,  and  also  the  entire  field 
of  the  incision,  are  in  full  view. 

The  capsule  is  now  lacerated  in  its  upper  quadrant,  the  line 
of  incision  corresponding  to  the  upper  pupillary  curve  of  the 
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iris.  In  this  manipulation,  and  in  withdrawing  the  needle,  the 
greatest  care  should  be  observed  that  no  aqueous  is  lost.  The 
eye  is  now  practically  undisturbed  and  as  favorable  for  the 
corneal  section  as  before,  which  is  to  be  done  quickly,  using  a 
Graefe  knife,  preferably  rather  broad.  When  the  section  is 
finished,  pressure  with  the  flat  of  the  blade  causes  the  corneal 
opening  to  gape,  when  at  the  same  moment  counter-pressure 
with  the  fixing  forceps  below  aids  the  expulsion  and  the  lens 
glides  out  through  the  still  open  pupil  with  surprising  ease. 

I  will  mention  here  that  the  lens,  having  no  choice,  or  rather 
no  other  avenue  of  escape,  almost  always  indicates  a  tendency 
to  follow  the  knife  as  the  corneal  incision  is  progressing,  and 
when  it  is  finished  the  lens  is  partly  in  the  anterior  chamber. 
I  state  this  to  demonstrate  why  it  is  so  promptly  delivered  and 
that  the  foregoing  expression  is  not  extravagant. 

The  operation  is  simple  throughout  and  easily  done,  and  is 
accomplished  when  the  most  difficult  part  in  other  methods 
begins.  An  additional  point  of  interest  is:  If  the  lens  is  sus- 
ceptible of  being  dislocated — and  this  is  made  manifest  so 
soon  as  the  needle  touches  the  capsule — there  is,  in  my  experi- 
ence, no  way  to  accomplish  it  so  perfectly  and  harmlessly  as 
with  the  needle  at  this  stage  of  the  operation.  This  is  some- 
what simular  to  Delgardo's  method,  an  1,  strange  to  say,  was 
the  result  in  my  first  case,  which  occurred  last  October.  Since 
then  I  have  proformed  the  operation  twelve  times  with  a  good 
result  in  each  one,  or,  to  be  more  definite,  with  the  exception 
of  two  cases,  the  result  was  far  better  than  that  formerly 
achieved.  In  the  two  cases  referred  to  there  was  severe  iritis 
with  posterior  synechia,  and  in  four  others  it  was  manifest,  but 
only  in  a  very  mild  form.  In  the  remaining  six  cases  there 
was  absolutely  no  reaction.  I  am  inclined  to  think  the  iritis 
was  in  part  due  to  the  excessive  strength  of  the  atropine  used 
in  dilating  the  pupil,  which,  a  few  hours  after  the  operation, 
reasserts  itself,  hence  crowding  the  iris  nearer  the  corneal 
wound.  I  now  use  the  weakest  solution  of  atropine  that  will 
serve  the  purpose.  Eserine  might  be  useful  in  some  cases, 
though  as  yet  I  have  not  felt  the  necessity  of  resorting  to  »t. 
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I  neglected  to  mention  in  the  foregoing  statement  that 
in  three  of  the  cases  the  lenses  were  extracted  in  their  cap- 
sules. 

If  you  will  now  bear  with  me  a  few  monents  longer,  and  I 
trust  not  without  interest,  I  will  relate  the  circumstances, 
which  by  the  way  were  partly  accidental,  that  led  up  to  the 
development  of  the  operative  procedure  above  described.  In 
July,  1885,  I  operated  on  a  Mexican,  and  while  I  was  opening 
the  capsule,  having  done  an  iridectomy,  fluid  vitreous  escaped 
so  rapidly  that  the  globe  was  so  collapsed  that  the  lens  could 
only  be  delivered  by  the  aid  of  the  iris  forceps,  having  fallen 
into  the  posterior  chamber.  Singular  to  say,  there  was  a  good 
recovery  with  useful  vision,  which  result  encouraged  me  a  few 
weeks  later  to  attempt  the  extraction  in  the  other  eye.  Antici- 
pating the  same  condition  of  vitreous,  the  thought  suggested 
itself  to  open  the  capsule  with  a  needle  previous  to  making 
the  corneal  section.  This  was  successfully  performed,  and, 
while  there  was  loss  of  vitreous  (fluid),  it  was  slight  compared 
to  the  first.  This  case  is  recorded  in  the  published  statistics 
of  Texas  surgery  in  1886.  This  little  procedure  passed  out  of 
my  mind  until  the  discussion  became  so  general  in  regard  to 
a  return  to  the  simple  extraction,  which  later  on  was  adopted 
by  most  operators.  It  was  not  my  wish  to  give  up  the  iridec- 
tomy, but  in  the  mean  time,  however,  I  had  several  cases  in 
which  the  lens  popped  out  through  the  pupil  just  as  the  sec- 
tion was  completed — one  in  which  I  have  opened  the  capsule 
with  the  point  of  the  knife  as  it  entered  the  anterior  chamber, 
the  patient  at  the  moment  the  section  was  finished  squeezing 
the  eye.  Another  case  was  traumatic,  in  which  the  particle 
of  steel  could  be  distinctly  seen  in  the  lens,  which  had  thor- 
oughly lacerated  the  capsule.  This  was  a  fac  simile  of  the 
preceding  case,  the  fragment  of  steel  coming  with  the  lens. 
This  case,  together  with  others,  impressed  upon  my  mind  that 
the  lens  indicated  a  tendency  to  escape,  and,  as  a  natural  con- 
sequence, sought  the  course  of  least  resistance.  Upon  this 
hypothesis  I  endeavored  to  make  the  simple  extraction  in  this 
way — i.  e.,  by  opening  the  capsule  with  the  point  of  the  knife; 
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but  it  was  attended  by  so  many  failures  to  make  the  rapid  ex- 
traction without  injury  to  the  iris  that  I  abandoned  it.  About 
this  time  I  recalled  to  mind  the  preliminary  capsulotomy  done 
with  the  needle  in  1.885,  which  a  few  months  later  (after  return- 
ing from  my  summer  vacation)  I  put  into  practice  with  the 
results  as  above  given.    (Ar.  Y.  Med.  Jovr.) 
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As  we  go  to  press  the  deplorable  news  comes  to  us  through 
some  friends,  that  Dr.  Henry  Ferrer,  of  San  Francisco,  died 
after  a  lingering  illness. 

He  had  received  his  education  in  Germany  and  was  one  of 
the  leading  oculists  in  San  Francisco,  and  although  he  has  not 
enriched  literature  to  any  great  extent,  his  continued  labors  in 
the  advance  of  science  and  knowledge  have  been  well  known 
and  appreciated  by  his  colleagues.  He  was  a  conscientious 
worker  and  a  noble  hearted  man. 

My  own  personal  friendship  for  him,  founded  at  the  time  of 
our  University  life  at  Heidelberg,  makes  his  loss  the  more 
palpable  for  me. 

He  was  a  collaborator  of  this  journal,  but  his  time  did  not 
allow  him  to  contribnte  much. 

He  leaves  a  wife  whom  we  tender  our  sincerest  sympathy. 

'  Alt. 
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TREATMENT  OF  HIGH  DEGREES  OF  MYOPIA  BY 
REMOVAL  OF  THE  LENS.1 


BY    DR.    FUKALA    OF   PILSEN-K  ARLSBAU. 

Translated  by  Casey  A.  Wood,  M.D  ,  of  Chicago. 

In  classic  works  on  ophthalmology  we  read  that  it  is  im- 
possible to  perceptibly  lessen  short-sightedness,  or  to  quite 
remove  it. 

This  doctrine  is  so  commonly  accepted  that  as  yet  no  one 
has  ventured  to  question  in  any  way  what  Arlt  taught  rela- 
tive to  myopia. 

And  yet  it  would  certainly  be  a  thankful  task  to  be  able  to  di- 
minish,even  in  a  slight  degree, extreme  short-sightedness  which, 
as  Arlt  says,  is  a  social  affliction  and  shows  itself  in  all  ages, 
in  every  station  and  amongst  all  nations  and  in  all  countries. 

Without  the  least  doubt  the  long  axis  of  the  eye  can  not  be 
shortened  in  any  way. 

The  question  naturally  arises  whether  the  marked  refractive 
error  of  an  eye  with  a  high  degree  of  myopia  can  not  be 
reduced  in  some  other  way. 

'Graefe's  Archiv  f.  Ophthalmologic,  xxxvi,  2. 
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All  efforts  to  flatten  the  cornea  (  Purkinje )  have  proved  de- 
lusive. Also  the  latest  experiment  by  Galezowski  to  cut  out 
a  crescent-shaped  piece  from  the  cornea  has  given  no  satisfac- 
tory result. 

I  have  for  many  years  cherished  the  idea  that  it  would  not 
be  a  dangerous  undertaking  to  remove  the  lens  in  young  persofis, 
by  discission.  For,  considering  the  advantages  which  highly 
myopic  eyes  obtain  by  being  made  almost  emmetropic  as 
compared  with  the  slight  danger  to  which  they  are  exposed, 
I  found  myself  impelled  by  frequent  complaints  from  myopes 
of  1 3  diopters  upwards  to  operate  in  this  way  upon  those 
cases  which  I  considered  suitable. 

I  have  hitherto  held  that  the  most  appropriate  case  would  be 
that  in  which  only  one  eye  is  highly  myopic.  I  thought,  in 
case  my  theoretical  supposition  should  also  prove  practical, 
that  it  would  be  certainly  worth  undertaking  the  same  opera- 
tion in  bilateral  myopia. 

For  unilateral  myopes  can  never  make  use  of  the  short- 
sighted eye  except  when  they  have  had  the  misfortune  to  lose 
the  better  eye.  In  my  design  I  was  the  more  strengthened 
when  I  found  that  another  well-known  authority  upon  refrac- 
tion, Prof.  Mauthner,  in  his  classic  work  (Vorlesungen  uber  die 
optischen  Fehler  des  Auges,  1876,  S.  681)  expressed  the 
same  opinion.  Mauthner  says  in  opposition  to  Donders  (who 
held  that  a  highly  myopic  eye  would  not  gain  much  if  made 
aphakic,  because  the  accommodation  would  be  sacrificed): 
"If  I  may  be  allowed  I  must  express  quite  an  opposite  opinion. 
In  its  optical  relations  a  high  grade  of  myopia  would  be  in- 
comparably better  if  the  lens  were  not  in  the  eye." 

Taking  the  greatest  precautions,  I  have  during  the  past 
three  years  operated  upon  19  myopic  eyes  of  13  diopters  and 
upwards.  As  I  have  mentioned  at  the  beginning,  I  have  treated 
only  young  people  (up  to  24  years  of  age)  in  this  manner,  and 
only  those  with  relatively  good  visual  acuity  who  could  read 
Jager  No.  1  at  their  punctum  remotum,  and  whose  fundus  pre- 
sented no  choroidal  or  retinal  disease.  On  November  8, 
1889,  I  exhibited  to  the  Imperial- Royal  Medical  Society  of 
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Vienna  two  patients  cured  in  this  way.  One  was  a  young 
woman,  aet.  23,  with  20  diopters  of  myopia  and  one  other,  a 
high-school  boy  of  16,  with  M.  of  13D.  Both  had  compara- 
tively good  acuity  of  vision,  and  with  the  exception  of  small 
myopic  crescents,  normal  fundis.  The  improvement  of  the 
visual  acuity  was  in  the  first  case  nearly  twelve-fold.  Before 
the  operation  V.=7xxv  5  at  the  time  of  the  exhibition  it  was  '/x  ; 
five  months  later  it  was  l/n.  In  the  case  of  the  young  man  the 
improvement  was  eight-fold;  before  the  operation  V.='  x ;  at  the 
time  of  exhibition  l/v  ;  after  five  months  2/m- 

Advantages   of  Aphakia  in  Myopia. 

As  opposed  to  a  nominal  disadvantage — the  sacrifice  of  the 
accommodation — may  be  mentioned  the  following  advantages 
in  favor  of  removal  of  the  lens  : 

1.  Distinct  vision  in  the  distance. 

2.  Enlargement  of  the  retinal  images. 

3.  Manifold  improvement  of  the  visual  acuity  in  the  distance. 

4.  The  excessive  strain  upon  the  accommodation,  and  its 
injurious  consequences  disappear  with  the  recession  of  the  far 
point. 

5.  The  injurious  habit  of  bending  over  work  is  no  longer 
continued,  for  work  can  now  be  done  at  a  proper  distance. 

6.  Binocular  vision  for  the  near  which,  on  account  of  de- 
mands on  the  convergence,  was  formerly  impossible,  is  again 
established. 

The  spasm  of  accommodation  and  the  accommodation  it- 
self, two  disturbing  elements  in  highly  myopic  eyes,  disappear. 

It  is  quite  certain  that  indistinct  vision  in  the  distance  is  the 
most  burdensome  grievance  of  the  short-sighted.  It  is  easy  to 
understand,  when  even  a  man  of  Purkinje's  ability  felt  himself 
obliged  to  place  over  night  a  small  sack,  filled  with  a  half 
pound  of  filings,  on  his  eyes  and  the  next  morning  felt  very 
fortunate  to  be  able  to  see  distinctly  the  numbers  on  the  oppo- 
site houses.  Purkinje  had  a  myopia  of  5 1  /a  diopters  only.  One 
can  imagine  from  this  how  much  greater  the  affliction  of  my- 
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opes  of  20  diopters  must  be.  I  mention  this  simply  because 
during  the  exhibition  of  the  above-mentioned  patients,  one  of 
the  oculists  present  remarked  that  it  was  not  the  indistinct 
sight  merely,  but  the  choroidal  and  retinal  complications  which 
produced  such  disagreeable  results,  and  that  the  same  amount 
of  relief  could  be  obtained  quite  as  well  by  the  use  of  concave 
glasses  as  by  aphakia. 

But  concave  glasses  of  1 2  to  15  diopters  are  seldom  prescribed 
and  those  from  15  to  20  never  borne.  They  greatly  diminish  the 
size  of  objects  ;  they  bring  about  prismatic  distortion  of  images  ; 
experience  teaches  that  such  myopes  complain  that  the  wear- 
ing of  fully  correcting  glasses  causes  dizziness  and  headache. 
On  the  other  hand,  weaker  glasses  are  of  no  use  to  them. 
Grillparzer  tells  us  in  his  autobiography  (10.  Bd.  1879,  S.  141 ,) 
that  he  was  extremely  short-sighted  and  found  himself,  when 
he  was  36  years  of  age,  obliged,  in  consequence  of  his  affliction, 
to  abstain  from  visits  to  the  theatre,  to  which  he  had  devoted 
the  greater  part  of  his  life  work.  In  spite  of  his  high  degree 
of  myopia  which,  as  he  writes,  caused  him  many  hours  of  dis- 
tress, he  retained  till  the  time  of  his  death,  at  an  advanced  age, 
relatively  good  vision.  Myopes  of  a  high  grade  are  not  fit  to 
do  manual  labor,  because  they  cannot  hold  their  heads  suffi- 
ciently near  to  objects  ;  they  do  not  recognize  people  on  the 
street  and  so  are  exposed  to  all  sorts  of  unpleasantness.  Inse- 
curity on  the  street  and  in  unfamiliar  places  belongs  as  well  to 
these  burdensome  afflictions. 

A  short  time  ago  I  was  consulted  by  a  myope  (20  D.)  aet.  30 
years,  who,  after  passing  through  the  gymnasium,  studied 
theology.  Unfortunately,  on  account  of  the  increase  of  his 
previously  small  amount  of  myopia,  he  was  obliged  to  resign 
and  now  lives  upon  the  donations  cf  the  charitable.  The  vision 
of  highly  myopic  persons,  when  rendered  aphakic,  is  good  in 
the  distance  ;  they  are  able  to  do  both  difficult  and  light  work 
since  they  can  see  quite  well  at  the  required  distance. 

The  enlargement  of  the  retinal  images  is  a  material  ad- 
vantage. It  so  happens  that  in  the  higher  degrees  —  18  to  22 
diopters  —  correcting  concave  glasses  are  no  more  necessary 


Treatment  of  Myopia  !>;/  Removal  of  the  Lens.  351 

after  discission, while  with  myopes  of  12  to  1 8  instead  of  concave 
glasses  convex  glasses  become  necessary.  The  change  from 
concave  to  convex  glasses  brings  about  a  great  improvement. 
For  strong  concave  glasses,  besides  diminishing  the  size  of 
retinal  images,  have  this  effect  increased  by  their  distance 
(12  to  15  mm.)  from  the  nodal  point,  while  convex  glasses 
produce  opposite  effects. 

I  succeed  in  obtaining  in  all  cases,  as  a  minimum  result  a 
4-fold,  as  a  medium  result  a  7-8-fold,  and  in  one  case  an  11-12- 
fold  improvement  in  vision.  The  visual  tests  were,  as  far  as 
possible,  made  partly  alone  and  partly  with  my  assistant,  Dr. 
Fenzl,  before  and  after  the  discission,  and  I  can  safely  assume, 
therefore,  that  no  mistakes  occurred.  I  remark  here  that  the 
visual  acuity  cannot  be  properly  determined  until  four  to  five 
months  after  the  absorption  of  the  lens,  since  when  tested,  im- 
mediately after  a  discission — just  as  in  the  operation  for 
cataract — it  indicates  only  a  fraction  of  its  proper  amount.  In 
the  improvement  of  vision  for  the  distance  lies  the  greatest 
benefit  which  the  high-grade  myope  derives  from  his  aphakia; 
there  is  no  other  remedy,  no  spectacles,  hardly  even  an  opera- 
glass,  can  offer  a  4  to  10-fold  improvement  of  the  visual  acuity. 
It  is  true  that  a  portion  of  the  improved  power  of  sight  must  be 
ascribed  to  the  enlargement  of  the  retinal  images,  but  enlarged 
images  do  not  suffice  to  explain  all  the  improvement.  I  quote 
for  example,  Mauthner,  who  found  (1.  c,  page  186,  Table  III) 
that  in  the  case  of  myopia  of  20  D.  the  relation  of  the  size  of 
objects  before  and  after  the  removal  of  the  lens  is  t:  I.  33,  in 
the  same  eye.  Indeed,  I  cannot  altogether  account  for  the 
greater  part  of  the  improvement ;  I  can  only  say  that  it  is 
founded  upon  fact  and  can  not  be  disproved.  We  understand 
quite  as  little  about  the  remedial  influence  of  iridectomy  in 
cases  of  glaucoma,  and  we  do  not  on  that  account  dispute  the 
fact.  There  must  be  other  as  yet  unexplained  causes  which, 
combined  with  the  aphakia,  produce  the  good  results.  It  may 
be  that  the  experience  of  others  may  throw  some  more  light 
upon  this  subject. 

With  the  recession  ot  the  />.  remotum  there  is  a  restriction  of 
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binocular  sight.  With  a  near  point  at  2" — 3"  a  myope  of  a 
high  grade  can  not,  even  for  a  short  time,  do  any  work.  Here 
another  gain  is  made  [after  discission.]  In  eyes  of  unequal 
acuity  of  vision,  myopes,  as  a  rule,  use  only  the  better  eye  and 
neglect  the  weaker  one.  In  consequence  of  this  the  acuity  of 
vision  falls  in  the  latter,  and  gradually  a  strabismns  divergens 
may  result.  With  the  restoration  of  binocular  vision  the 
lowering  of  the  visual  acuity  in  the  weaker  eye  is  checked  and 
the  consequent  squint  is  prevented. 

It  is  commonly  acknowledged  that  long-continued  accom- 
modative spasm  finally  leads  to  true  axial  myopia.  (  "Fuchs' 
Ophthalmology,"  1889,  page  683,  Mauthner,  1.  c,  page  671, 
etc.)  Many  authors,  Dobrowolsky,  Erissmann,  Schon  and 
others,  ascribe  to  the  accommodation  a  considerable  influence 
upon  the  increase  of  myopia.  The  cause  of  this  lies  in  in- 
creased tension  within  the  hyaline  cavity  during  accommoda- 
tion. I  must,  indeed,  remark  here  that  myopes  of  a  high 
grade  are  never  able  to  make  full  use  of  their  accommodation. 
For  example,  young  myopes  with  M.  1/3  (13  diopters)  and  with 
M.  1  '2  (20  diopters)  according  to  their  age,  possess  consider- 
able range  of  accommodation.  They  at  the  best  accom- 
modate from  3" — 2  V',  relatively  from  2" — 1  7s"-  Hardly 
any  one  will  affirm  that  the  accommodative  power  in  these 
persons  can  be  called  an  acquisition.  With  corrective  glasses 
they  may,  of  course,  accommodate  from  the  distance  to  quite 
near  at  hand,  but  I  hardly  need  to  mention  that  myopes  of  13 
diopters  can  not  wear  fully  correcting  glasses,  by  means  of 
which  they  can  use  their  accommodation  for  the  doing  of  near 
work.  This  would  be,  as  Mauthner  (1.  c,  page  682)  expresses 
it,  "unjustifiable,"  since  these  glasses  furnish  such  very  small 
retinal  images.  Without  glasses  they  cannot  accommodate 
and  with  them  they  should  not;  their  accommodation  is  con- 
sequently of  no  use  to  them.  Indeed,  if  I  may  be  allowed  to 
go  still  further,  in  my  opinion  the  accommodation  in  high 
degrees  of  myopia  is  injurious  in  consequence  of  the  height- 
ened pressure  in  the  vitreous,  because  it  plays  a  not  unim- 
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portant  part  in  the  increase  of  the  myopia.  Coccius,2  as  early 
as  1852,  established  experimentally  this  effect  of  the  accom- 
modation. Von  Graefe  made  the  same  observation  in  the 
year  1854,  when  he  found  venous  pulsation  during  accommo- 
dation. Heinrich  Muller  expresses  himself  in  the  same  way. 
Arlt  also  writes  of  the  increased  pressure  in  the  vitreous  during 
accommodation,  as  does  Iwanoff.  Hensen  and  Volckers  prove 
the  same  thing  by  direct  experiment.  They  found  that  during 
the  act  of  accommodation  the  choroid  moves  forward;  this  move- 
ment causes  dragging  on  the  blood-vessels,  exudation  and 
subsequent  increased  tension  in  the  vitreous.  The  numerous 
researches  of  Schon,  continued  for  many  years,  are  of  the 
greatest  importance.  He  claims  that  simple  and  inflammatory 
glaucoma,  as  well  as  cataract,  are  the  consequences  of  strain 
of  the  accommodation.  After  all  these  explanations  one  may 
affirm  with  confidence  that  myopes  of  a  high  grade  lose 
nothing,  but  on  the  contrary  profit  something  by  removal  of 
the  accommodation  power3.  Finally,  I  may  say  that  young 
people  with  aphakia  do  really  possess  a  certain  amount  of  ac- 
commodation. I  operated  two  years  ago  on  a  boy,  aet. 
16  years,  (both   eyes)  for  zonular  cataract.    He  now  reads 

with  correcting  glasses  \-io  D. — Jager  No.  2.  Although 

these  observations,  first  published  by  Forster,  were,  as  is  well 
known,  denied  by  Donders,  Woinow  immediately  after,  by 
means  of  his  careful  experiments,  proved  undoubtedly  that 
people  with  aphakia  really  possess  a  not  unimportant  amount 
of  accommodative  power. 

The   Rules   Which  I  Have    Followed   to    Avoid  the 
Dangers  and  Accidents  of  Discission. 

It  is  true  that,  among  other  things,  discission  may  be  the 
cause  of  iritis  or  irido-choroiditis,  through  excessive  swelling 
of  the  lens.    Although  I  may  not  communicate  anything  new, 

'■"Anwendung  des  Augenspiegels,  1853,  S.  74. 

3For  the  above  quotations  see  references  in  foot-notes  at  page  237,  Graefe's 
Archives,  xxxvi,  2. 
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I  shall  proceed  to  show  that  all  the  dangers  of  discission  can 
be  successfully  combatted.  To  prevent  the  danger  of  violent 
swelling  I  always  make  a  small  cross-cut  in  the  capsule  so  as 
to  determine  the  amount  of  swelling  which  I  may,  later  on, 
expect  in  the  lens.  If  this  prove  small  I  repeat  the  discission 
after  a  day  or  so,  and  later  on  as  often  as  appears  necessary. 
In  some  cases  it  happened  that  there  were  lenses  which  swelled 
immoderately,  even  though  I  had  made  a  very  small  incision. 
The  first  two  cases,  in  spite  of  this,  progressed  very  favorably 
as  the  patients  (histories  Nos.  i  and  14)  had  no  pain  and  no 
ciliary  injection.  I  did  not  feel  called  upon  for  any  further 
operation. 

Where,  on  the  other  hand,  signs  of  irritation,  pain  or  photo- 
phobia, present  themselves,  I  occasionally  do  a  paracentesis 
corneae,  hitherto  always  under  chloroform,  so  that  I  should  not 
be  prevented  from  carrying  out  the  operative  details  by  pres- 
sure of  the  lids  and  by  the  pain  which  it  caused. 

When  I  wished  to  proceed  with  all  confidence,  particularly 
in  persons  who  possessed  only  one  useful  eye,  and  when  the 
patient  or  his  parents  allowed  me  to  do  so,  /  performed  an 
iridectomy  upwards  before  the  discission.  This  former  is  the 
surest  means  we  possess  against  an  increase  of  tension,  and 
with  ordinary  precautions  the  iris  cannot  heal  in  the  wound. 
The  disadvantage  of  the  disfigurement  cannot  be  compared  to 
the  security  which  the  operation  gives  ;  besides  this  the  colo- 
boma  is  covered  by  the  upper  lid.  As  is  well  known  von 
Graefe  has  [Archives  of  Ophthalmology  V.,  1st.  part,  page  181) 
testified  to  the  excellence  of  this  procedure,  and  in  cases  of 
discission  for  soft  cataract  has  designated  it  as  his  "favorite 
method."  Henceforth  I  am  determined  to  treat  every  case  of 
a  high  grade  of  myopia  in  this  manner,  especially  individuals 
over  1 2  years,  as  these  are  just  the  cases  that  cannot  bear  se- 
vere swelling  of  the  lens.  Iridectomy  is  at  the  same  time  an 
excellent  precautionary  measure  against  attacks  of  iritis  and 
choroiditis.  Von  Graefe  writes  in  the  same  paper  (page  179): 
"The  inflammatory  irritability  of  the  iris  can  be  lessened  by 
incision  of  the  sphincter,  and  it  cannot  take  as  dangerous  a 
turn  as  without  iridectomy." 


Treatment  of  Myopia  by  Removal  of  the  Lens.  355 


Of  the  other  possible  accidents  following  discission  should 
be  mentioned  suppuration  of  the  wound  and  secondary  cata- 
ract. The  former  has  not  happened  since  I  began  to  irrigate 
the  conjunctival  sac  with  a  1.5000  solution  of  mercuric  chlor- 
ide before  each  discission.  After  the  operation  I  allow  the 
patient  to  lie  down  for  half  a  day,  place  a  bandage  on  the  eye 
and  take  care  that  the  pupil  is  thoroughly  dilated  with  atropine. 
To  the  last  mentioned  precaution  I  attach  the  greatest  im- 
portance. So  that  large  pieces  of  it  may  not  remain  I  have 
endeavored  to  cut  the  lens  freely  in  the  later  stages,  as,  accord- 
ing to  my  experience,  membranous  secondary  cataract  is  very 
difficult  or  impossible  to  remove  by  discission.  In  this  way  I 
always  obtain  a  black  pupil. 

Concerning  corrective  glasses  in  aphakia,  I  have  found  that 
in  myopia  of  15 — 16  D.  the  emmetropic  condition  resulted.  In 
the  same  way  a  myope  of  IO  D.,  when  rendered  aphakic,  would 
be  hypermetropic  about  6  D;  in  M.  12  D.  H.  of  4  D.  would  re- 
sult, while  in  myopes  of  more  than  16  D.,  say  of  20  D.,  there 
remained  M.  of  4,  D.  These  calculations  I  have  proved  in 
practice  to  be  correct. 

I  must  mention  still  another  advantage  gained  in  these 
cases  of  aphakia.  High  grade  myopes,  operated  on  in  this 
way,  are  ever  after  secure  from  the  ills  of  cataract  and  (after 
correctly  performed  iridectomy)  glaucoma.  For,  Donders 
tells  us  (Anomalies  of  Refraction  and  Accommodation,  page 
202,  307  and  338)  that  the  above-mentioned  diseases  more 
frequently  affect  myopes  of  a  high  degree  than  they  do  em- 
metropes. 

Operative  (Extraction)  Aphakia  in  Elderly  Myopes. 

Since  discission  is  not  practicable  in  elderly  people,  the  lens 
must  be  extracted.  There  are  not  many  cases  recorded  in 
literature  where  the  clear  lens  has  been  removed  by  extraction. 
The  transparent  lens  must  be  extracted  or  else  it  must  be 
ripened  beforehand.  As  yet  I  have  never  performed  this 
operation;  still  I   believe  that  with  the  advances  made  in  the 
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present  day  the  extraction  of  the  clear  lens  in  high-grade 
myopia  will  yet  yield  the  best  results.  In  every  case  I  would 
advise  an  iridectomy.  Von  Graefe  mentions  in  the  Archives 
(IV,  2nd  part,  page  175)  such  an  extraction  preparatory  to  the 
later  removal  of  a  cysticercus  from  the  vitreous.  The  opera- 
tion was  a  complete  success.  Von  Graefe,  in  this  connection, 
expressed  the  opinion  that  in  such  cases  a  "complete  empty- 
ing" is  to  be  expected  since,  when  the  lens  is  completely 
transparent,  the  resistance  (to  extraction)  is  least  in  the  neigh- 
borhood of  the  capsule. 

The  following  are  the  accounts  of  19  cases  treated  by  discis- 
sion, and  of  four  others  still  under  treatment.  It  must  be 
remembered  in  this  connection  that  when  one  finds  a  com- 
paratively low  degree  of  myopia  in  children,  it  may  be  confi- 
dently expected  that  as  the  years  go  by,  the  ametropia  will 
increase  rather  than  decrease  in  amount.  All  cases  had  a 
normal  ophthalmoscopic  appearance,  the  crescents  being 
small  or  at  most  */a  of  a  pupillary  diameter — wide.  On  this 
account  I  have,  for  the  sake  of  brevity,  said  nothing  about 
them  in  these  reports.  Atropine  was  used  in  making  all  the 
examinations. 

1.  Franz  Z.,  in  Vienna,  8  years  old,  right  eye  emmetropic  ; 
left  myopic  11  D.;  V=16  cc  or  1  Xl.  On  April  3,  1887, 
discission.  Small  cross-cut ;  no  swelling.  On  April  6, 
repeated  discission,  larger  cut;  decided  swelling;  in  a 
week  the  lens  lay  at  the  posterior  aspect  of  the  cornea  ;  no 
pain,  no  ciliary  injection,  tension  normal  ;  cold  bandages  often 
during  the  day  for  a  week.  Absorption  normal  after  three 
months.  A  year  later  the  pupil  was  clear.  Vision  with  —6  D. 
*/TJ  consequently  a  four-and-a-half  fold  improvement. 

2.  Hermine  B.,  of  Vienna,  14  years  old  ;  right  eye  emme- 
tropic, left  myopic  11D.;  vision  1  XIV ;  discission  July  3, 
1887;  normal  course:  discission  repeated  five  times:  vision  a 
year   later  with  — 6  D.  20  L;  five-and-a-half  fold  improvement. 

3.  Heinrich  S.,  15  years:  pupil  of  the  high-school  in 
Vienna;  right  eye  M.  1 2D.:  vision '/x;  November  30,  188;,  iri- 
dectomy upwards;  after  this  discission  seven  times;  normal 
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course  but  with  moderate  flow  of  tears,  for  which  reason  I 
changed  the  dressings  often  and  kept  the  eye  well  atropinized. 
A  month  after  absorption  of  the  lens,  vision  2/v.  Since  then  I 
have  not  seen  the  case. 

4.  Katherine  K.  from  Pilsen;  15  years;  left  eye, 
November  I,  1888,  M.15D.;  vision  l/x;  discission  nine  times. 
After  the  fourth  discission  some  pain  in  consequence  of  a  cold, 
which,  after  four  days  and  the  use  of  cold  bandages,  disap- 
peared.   Eight  months  later  with  +1.25D.  vision  '/„. 

5.  Same  person;  right  eye  M.14D.;  V.=' /x;  discission  on 
May  10,  1889,  repeated  eight  times;  vision,  after  five  months, 
with  -f-i.5oD.,2/ni.  May,  since  then,  have  become  much  better. 
During  the  healing,  strabismus  divergens  appeared,  for  which 
reason  I  performed  the  operation  for  squint  with  good  results. 

6.  Franz  B.,  in  Pilsen;  15  years.  Both  eyes  myopic  12D.; 
vision  '/x-  On  February  25,  1889,  discission,  left  eye,  which 
was  repeated  nine  times;  normal  convalescence;  September  5, 
vision  '/v  with  +4-50D.  At  present  vision  2/m;  therefore  an 
eight  fold  improvement. 

7.  RudolphS.,  10  years  old.  Right  eye  M.13D.;  vision1  v; 
December  23,  1888,  discission  six  times  repeated;  tedious 
absorption  ot  lens.  On  March  14,  1889,  paracentesis  cornese. 
April  8,  pupil  black;  vision  l/v!  October  10,  1889,  vision  1  „. 

8.  Left  eye  of  the  same  boy,  M.14D.;  vision  l/v-  Discission 
on  March  20,  1889.  Slow  absorption  of  the  lens.  After  the 
fifth  discission,  on  May  8,  1889,  paracent.  cornas.  Thread- 
like cataractous  remains  across  the  pupil  were  at  the  eigth 
discission  divided,  after  which  a  black  pupil.  Vision,  '  v  on 
October  10,  1889,  with +2D. 

9.  Klementine  B.,  221/2  years  old;  teacher  in  Potschau. 
Both  eyes  myopic  20D.,  vision,  c"7cc=ca.  1  /xxv.  On 
July  28,  1889,  discission,  repeated  twelve  times.  After  a  cold, 
slight  irritation  set  in  (pain  and  ciliary  injection)  but  no  exuda- 
tion; cold  applications  for  three  days;  vision,  on  November  8, 
1889,  l/x:  at  present  with — 5.5D.,  vision,1  „;  hence  ten  to 
twelve-fold  improvement. 

10.  Left  eye  of  the  same  person.    On  November  12,  1889, 
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discission,  repeated  nine  times;  normal  convalescence;  vision 
with  57*D.,  at  first  l/x. 

11.  Karl  H.,  14  years.  Both  eyes  myopic  14D.;  vision, 
'  v;  December  12,  1 889,  discission  in  right  eye,  repeated  eight 
times.  Usual  course.  On  April  20,  l8o,o,with  -^2,5 D.  vision  2/vll. 

12.  Leiteye  of  the  same  boy,  December  20,  1889,  discission, 
repeated  eleven  times.  On  April  20,  1890,  vision  1  vu  with 
+2.5D.  I  await  with  certainty  a  greater  improvement  in  vision 
of  both  eyes. 

13.  Emma  H.,  9  years,  from  Carlsbad.  Both  eyes 
myopic  13D.  V.=1/XI„.3.  Slight  cloudiness  of  cornea.  On 
August  4,  1889,  discission,  left  eye.  After  a  week  severe 
swelling  of  lens;  paracent.  cornae  on  August  24;  convales- 
cense  after  this  normal.  October  10,  1889,  capsular  remains 
needled;  after  this  a  black  pupil.    V.  on  December  20,  '/*• 

14.  Otto  S.,  10  years.  R.E.  emmetropic.  Left  myopic 
10D.  V.=1  _\ .  Strabismus  divergens.  November  13,  1889, 
discission.  Profuse  swelling  of  lens,  but  without  pain  or  symp- 
toms of  tension;  discission  twice,  later.  Normal  absorption. 
April  19,  1890,  with  +7.D:V.=,/Jn>  a  seven-fold  improvement. 
Operated  for  strabismus  on  April  19. 

15.  Joseph  P.,  8  years.  R.E.  emmetropic.  Left  myopic 
10D.  V.=1/x.  October  5,  discission,  repeated  nine  times. 
Progress  normal.    April  20,  1 890,  pupil  black;  with  +7.D..V. 

10.  Wilhelm  S.,  11  years  old;  both  eyes  myopic  I2D.V.= 
-  VH.  On  December  23,  1889.  discission,  left  eye;  repeated 
eight  times.  April  5,  with  4- 5.D.,  V.=='  m-  I  am  about  to 
operate  on  the  second  eye. 

17.  Franz  S.,  12  years;  large  congenital  coloboma  of  iris 
and  choroid  in  both  eyes.  Myopic  I2D.V.='  xx.  December 
4,  discission  of  the  left  lens,  repeated  twelve  times.  April  25, 
1890,  with  r4.D.,V='  „  and  is  certain  to  be  better. 

18.  R.E.  of  same  boy.  Discission  on  February  19,  1 890,  re- 
peated eight  times.  The  inferior  bow-shaped  border  of  the 
unabsorbed  lens  torn  by  saw-shaped  cuts  with  the  discission 
needle  and  a  large  pupil  resulted.  Vision  can  only  be  deter- 
mined later. 
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19.  Auguste  R.,  aged  23,  formerly  could  see  equally  well 
with  both  eyes.  Eight  months  before  ran  a  sewing  needle  into 
his  right  eye.  This  caused  great  pain  for  which  he  used  cold 
applications  and  was  given  atropine.  In  three  months  he 
could  barely  distinguish  light  with  this  eye.  February  4,  i8;o, 
I  found  in  the  enlarged  pupil  some  capsular  remains  which 
prevented  a  view  of  the  fundus.  After  this  history  I  expected 
violent  swelling  of  the  lens  and  consequent  increase  of  intra- 
ocular pressure.  L.E.  myopic  2oD.V.='/v  I  did  not  care 
to  undertake  this  case,  but  at  the  repeated  requests  of  the 
patient,  and  on  account  of  his  complaint  that  he  was  incapable 
of  doing  any  work,  on  February  5  I  made  a  wide  iridectomy 
upwards.  February  12,  discission — a  very  small  cut.  Very 
little  result.  After  that,  on  February  16,  repeated  slight 
discission.  Upon  this  there  was  much  lenticular  swelling;  no 
pain  but  feeling  of  tension,  and  photophobia;  cold  bandages 
and  rest  in  bed.  When  the  symptoms  were  relieved  I  made  a 
paracentesis  corneae  under  chloroform,  as  I  was  hindered 
by  the  photophobia.  March  1,  another  paracentesis  corneae, 
as  the  anterior  chamber  had  between  times  filled  with  lens 
matter.  The  result  was  very  good.  April  28,  pupil  rather 
clear.  In  the  anterior  chamber  small  flocculi.  Patient  reads 
words  of  Jager,  No.  1 5 . 


Addendum — Four  Eyes  Still  Under  Treatment. 


20and2i.  Joseph  Rz.,  n'/a  years.  Myopic,  both  eyes, 
l5D.V.=l/v  April  2,  1890,  iridectomy  both  eyes,  under  chlo- 
roform. April  10,  discission  right.  Slight  swelling;  discission 
repeated  six  times.  April  14,  discission  of  the  left,  repeated 
four  times.    Both  lenses  swollen  satisfactorily. 

22  and  23.  Antonia  G.,  24  years  old;  both  eyes  myopic  13 
D.V.='/X.    April  27,  wide  iridectomy  both  eyes. 

Upon  the  further  progress  of  these  cases  I  shall  give  a  later 
report. 
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[I  am  indebted  to  my  associate,  Dr.  Wm.  F.  Smith,  for  the 
following  note,  hitherto  unpublished,  of  a  case  in  which  he 
extracted  the  clear  lens  for  high  myopia.  This  publication  is 
not  intended  to  establish  a  prior  claim  to  Dr.  Fukala's  opera- 
tion, but  is  made  with  the  idea  that  possibly  other  Americans 
may  have  had  cases  of  high  myopia  in  which  resort  has  been 
had  to  operative  interference.  In  1880,  an  Irishman,  aet.  35,  a 
book-keeper,  presented  himself  for  treatment.  He  had  a 
myopia  of  1  ,  (20  D.),  his  far  point  being  2"  from  the  cornea. 
The  right  lens  was  extracted  by  the  flap  operation  without 
iridectomy  and  came  away  entire.  With — 7«  or  'A  ( — 5  or  — 6 
D.)  he  had,  three  moth9  after  the  operation,  vision  of  20/xxiv 
minus  and  was  able  to  do  book-keeping.  The  left  lens  was 
not  disturbed.] 


INTERSTITIAL  KERATITIS. 


BY  CHARLES  H.  MERZ,  A.M.,  M.D.,  SANDUSKY,  OHIO. 


The  following  history  will  serve  to  illustrate  a  class  of  cases 
with  which  the  physician  is  frequently  brought  into  contact. 
While  there  is  nothing  unusual  in  the  method  of  treatment, 
the  case,  owing  to  its  advanced  stage  and  severity,  may  prove 
of  intert  st. 

On  August  28,  Miss  G.,  xt.  20  years,  was  brought  to  my 
office  at  the  suggestion  of  her  attending  physician.  She  was 
suffering  from  almost  total  blindness,  having  perception  of 
light  only,  and  was  unable  to  see  any  object  that  was  even 
directly  in  front  of  her.  She  had  been  under  treatment  for 
some  time,  her  physician  having  used  atropine  and  various 
other  mydriatics  in  his  efforts  to  improve  her  vision. 

Upon  examination,  the  entire  cornea  of  each  eye  was  found 
to  have  undergone  an  inflammatory  change,  but  there  was  no 
tendency  to  ulceration  or  to  the  formation  of  pus.  The 
cornea;  presented  a  cloudy,  ground-glass  appearance,  the 
pupils  and  irides  being  hidden  entirely  from  view.  The  opacity 
had  assumed  a  yellowish-red  appearance.  There  was  intense 
photophobia,  lachrymation  and  considerable  pain — especially 
in  the  supra-orbital  region  and  back  of  the  eye.  In  addition 
to  this,  the  ocular  conjunctiva  was  very  much  conjested.  Upon 
oblique  examination,  there  were  found  numerous  minute  blood- 
vessels formed  in  the  tissue  of  the  cornea,  giving  the  "salmon 
patch"  of  Hutchinson.  The  history  of  the  case  was  that  both 
eyes  had  been  attacked  simultaneously.  Upon  examination 
with  the  ophthalmoscope,  flakes  of  blood  could  be  detected  in 
the  anterior  chamber  of  both  eyes  and  the  aqueous  humor 
proved  to  be  turbid. 
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The  case  had  been  treated  by  various  astringent  washes 
without  any  perceptible  improvement  in  vision  or  photophobia. 
The  history  of  the  case  was  carefully  studied  and  the  conclu- 
sion reached  that  the  cause  was  a  constitutional,  specific  one. 
The  teeth  were  small,  the  nose-bridge  sunken  and  the  upper 
central  incisors  were  notched  on  the  edges.  The  family  his- 
tory was  difficult  to  obtain  and  threw  no  light  on  the  case.  In 
this  connection,  the  statement  of  Xettleship  led  to  the  confir- 
mation of  the  diagnosis: 

"I  have  found  other  personal  evidence  of  inherited  specific 
trouble  in  54%  of  my  cases  of  insterstitial  keratitis,  and  evi- 
dence from  the  family  history  in  14%  more — total  68%,  and 
in  the  remaining  32%,  there  have  been  strong  reasons  to  sus- 
pect it.  Treatment  was  commenced  by  instillations  of  cocaine 
and  atropine  4%  and  the  following  formula: 

1$    Hydrargyri  bromidi,  gr.  j. 

Kalii  iodidi,  -  -       -       -  oiij- 

Ammon.  iodidi,    -  -  ojss. 

Tr.  gentianas  comp.,  q.  s.  ut  ft.,  -       -  oiv. 

Sig.:    Three  times  a  day  take  one  teaspoonful  in  water. 

Improvement  was  very  slow,  but  marked.  After  a  week  of 
this  treatment,  finely  powdered  iodoform  was  dusted  into  the 
eyes  twice  a  day,  and  hot  fomentations  used  morning  and  night. 
At  the  expiration  of  the  second  week  I  prescribed  the  hypo- 
phosphites  with  ol.  morrhuae  and  a  pill  of  quin.,  ferrum  et 
nux  vom.  The  hot  fomentations  and  the  iodoform  were  con- 
tinued. Improvement  was  now  more  marked.  The  corneas 
had  become  much  clearer  and  she  was  able  to  see  a  figure 
standing  before  her.  The  pain  and  lachrymation  lessened. 
She  was  again  placed  upon  the  iodides  and  a  solution  of  eser- 
ine  gr.  i  to  5j  dropped  in  the  eye  night  and  morning  and  atro- 
pine (gr.  iv-5j)  at  noon.  During  this  time  the  patient  took  her 
daily  exercise  and  morning  sponge  bath  with  the  use  of  the 
flesh  brush.  Under  these  hygienic  measures  her  general  health 
and  nutrition  became  very  much  improved.  In  addition  to 
using  smoked  glasses,  she  was  kept  in  a  room  shaded  from 
direct  light. 


In  terst  it  ial  Kera  t  it  is. 
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At  this  time,  after  six  weeks  of  this  plan  of  treatment,  the 
patient  has  required  almost  normal  vision.  All  pain  and  dis- 
comfort have  disappeared,  but  there  remain  still  one  or  two 
minute  opaque  points  on  the  corneae  but  they  are  not  over  the 
pupillary  area,  and  consequently  do  not  interfere  with  the 
vision.  The  general  health  of  the  patient  has  returned  to  its 
normal  standard. 

Two  facts  in  the  case  are  of  special  interest.  The  first  is  the 
short  time  required  to  effect  a  cure — the  usual  time  being  six 
months  or  a  year.  This  is  attributed  to  the  free  use  of  hot 
water  and  iodoform.  The  power  of  hot  water  in  removing  in- 
flammatory products  is  well  known.  The  water  was  used  on 
compresses  as  hot  as  it  could  be  borne.  The  iodoform  was 
finely  powdered  and  dusted  freely.  The  hyperaemia  induced 
by  the  mechanical  irritation  of  iodoform  undoubtedly  assists 
in  removing  the  inflammatory  products. 

The  second  point  is  the  large  percentage  of  cases  in  which  a 
constitutional  or  inherited  specific  trait  enters  as  a  factor.  In 
every  instance  in  the  writer's  observation,  interstitial  keratitis 
has  been  traced  directly  to  this  source.  Each  case  will  re- 
quire its  own  special  treatment,  but  in  general  indications  the 
mercurials  and  iodides  with  tonics  should  be  freely  adminis- 
tered, and  the  use  of  hot  water,  iodoform,  eserine  and  atro- 
pine persisted  in.  This  case  is  remarkable  for  the  speedy 
recovery  that  followed  the  use  of  these  remedies. 


LACERATION  OF  THE  INTERNAL  RECTUS. 


BY  J.  J.  M'ACHRAN,  M.D.,  SALT  LAKE  CITY,  UTAH. 


Mr.  L,  set.  20,  came  to  my  office  in  June  with  an  outward 
and  upward  deviation  of  the  right  eye.  He  gave  the  follow- 
ing history:  Two  weeks  previous  while  fencing  with  a  com- 
panion he  received  a  thrust  from  a  foil  armed  with  a  small 
button  at  the  point  in  the  inner  canthus  of  the  right  eye.  He 
had  at  the  time  of  receiving  the  wound  called  on  his  physi- 
cian, who  told  him  to  tie  it  up  and  that  it  would  be  all  right, 
nothwithstanding  he  saw  double  at  the  time.  The  conjunc- 
tiva had  healed  with  a  sinking  of  the  caruncle. 

Under  cocaine,  I  opened  the  conjunctiva  and  found  no  trace 
of  the  attachment  of  the  internal  rectus.  It  had  been  com- 
pletely severed  from  its  attachment  to  the  globe.  The  in- 
ferior rectus  was  partially  lacerated,  and  hence  let  the  eye 
turn  upward. 

With  Prince's  pulley  stitch  I  secured  the  internal  rectus  and 
thus  corrected  the  outward  deviation.  He  still  saw  two  ob- 
jects, one  lower  than  the  other,  or  rather  one-half  of  objects 
with  the  right  side  drawn  down. 

Thinking  the  inferior  rectus  would  regain  its  original  power 
I  left  it  untouched.  I  brought  the  conjunctiva  together  with  a 
number  of  stitches  and  bandaged  the  eye  with  moist  boracic 
compresses.  The  pulley  stitch  was  removed  on  the  third  day. 
The  internal  rectus  had  taken  a  good  hold, as  seen  from  its  power 
to  rotate  the  eye  inward.  The  globe  still  deviated  upward.  I 
then  began  to  exercise  the  inferior  muscle  with  the  use  of 
prisms  and  in  fourteen  days  he  saw  objects  as  natural  as  ever, 
excepting  while  running,  the  ground  would  "turn  up,"  as  he 
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expressed.  But  the  trouble  has  disappeared  and  his  eye  is  as 
useful  as  ever. 

The  most  remarkable  circumstance  of  this  case  is  how  an 
object  the  size  of  the  button  (3/8  in.  in  diameter)  could  be 
forced  through  the  conjunctiva  between  the  globe  and  inner 
wall  of  the  orbit  without  lacerating  the  lids  or  the  globe; 
neither  ot  which  it  did. 


CORRESPONDENCE. 


CAPSULITIS    PURULENTA    ET  HEMORRHAGICA. 


Halifax,  N.  S,,  November  8,  1890. 

Editor  American  Journal  of  Ophthalmology. — In  the 
April  (1890)  issue  of  your  journal  1  reported  a  case  of  capsu- 
litis purulenta  et  hemorrhagica,  which  occurred  in  the  New 
Amsterdam  Eye  and  Ear  Hospital,  New  York.  It  was 
prophesied  at  that  time  that  the  dense  gray  membrane  which 
filled  the  pupillary  area  would  yield  to  an  after-operation  and 
good  vision  be  secured.  I  am  pleased  to  report  that  our  ex- 
pectations were  fully  realized.  On  May  22,  after  the  eye  had 
completely  recovered  from  iti  inflammatory  condition,  Dr. 
Pooley  performed  the  after-operation  which  was  called  for. 

An  incision  was  made  in  the  lower  outer  segment  of  the 
cornea  with  a  Beer's  knife  which  was  passed  in  so  as  to  perforate 
the  membrane  at  its  center.  The  opening  thus  made  was  en- 
larged outward  and  the  incision  carried  through  the  sphincter 
border  of  the  iris.  After  the  withdrawal  of  the  knife  Tyrell's 
hook  was  inserted  and  the  opening  in  the  membrane  some- 
what enlarged.  No  vitreous  was  lost,  and  a  speedy  recovery 
followed  without  an  untoward  symptom.  The  patient  was 
discharged  in  a  week  with  vision  =20/lxx  with  the  proper 
glasses.  On  September  23  she  returned  to  be  examined  for 
glasses,  with  the  following  result:  L.V.  =2%l  with  -+  11  D.s. 
3+4  D.c.  ax.  150.  Reads  figure  No.  1  at  10"  with  +14  D.s. 
^+4.  D.c.  ax.  300.  Considering  the  notes  essential  to  a 
complete  history  of  the  case,  I  forward  them  to  you. 

Yours  truly, 

E.  A.  Kirk  Patrick,  M.D. 
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SOME   REMARKS   ON    THE  RELIEF  OF  REMOTE 
NEUROSES,  BY  THE  RESTORATION  OF 
OCULAR  EQUILIBRIUM. 


BY  F.  ALLPORT,  M.D. 


The  subject  of  ocular  insufficiencies  and  over-sufficiencies 
appears  to  be  one  of  those  crazes  that  occasionally  strike  the 
medical  profession  with  cyclonic  force.  Like  cyclones,  these 
crazes  are  unexpected  in  their  attacks  and  frightfully  devastat- 
ing while  they  last.  Their  careers  are  shortlived,  but  they 
leave  many  aching  hearts  behind  to  tell  the  story  of  over-cred- 
ulous patients  and  over-zealous  physicians. 

We  can  learn  but  little,  it  is  true,  without  experimentation, 
but  in  the  name  of  suffering  humanity,  there  should  be  some 
limit  placed,  beyond  which  the  pitiless  drug  or  knife  of  the 
medical  man  may  not  leave  its  mark. 

What  a  multitude  of  mistakes  must  be  laid  to  the  demon  of 
"reflex"  action,  who,  like  a  fitful  spirit,  flits  hither  and  thither 
in  our  human  anatomy,  and  ever  and  anon  lays  his  icy  hand 
upon  some  one  of  our  organs  and  claims  it  for  his  own.  How 
quickly  the  medical  profession  grasps  at  the  hint.  Imme- 
diately a  long  chain  of  diseases  is  looked  upon  from  a  different 
standpoint.  Women  are  ruthlessly  laid  upon  the  operating 
table  and  castrated.  Children  are  circumcised;  teeth  are  ex- 
tracted and  noses  are  cauterized.  In  short,  the  abiding  place 
of  "reflex  neuroses"  may  be  found  in  any  organ  of  the  body, 


(367) 


368 


Selections. 


and  is  liable  to  an  invasion  by  ignorant  zealots.  Meanwhile 
the  physician  is  in  a  hopeless  state  of  bewilderment.  The 
commonest  diseases  assume  a  mysterious  appearance,  and  he 
fears  the  presence  of  the  lurking  "reflex"  behind  every  muscle, 
nerve  and  tissue  in  the  body.  It  matters  not  whether  a  patient 
complains  of  his  eyes  or  not,  clip,  clip  go  the  scissors,  and  his 
muscles  are  severed.  It  matters  not  if  the  child's  prepuce 
utters  a  note  of  warning.  Off  it  comes.  It  matters  not  whether 
the  woman  ever  complains  of  her  ovaries.  Down  she  must  lie 
and  in  a  twinkling  they  are  laid  on  the  table  beside  her,  and 
the  surgeon  imagines  he  has  achieved  a  signal  triumph,  espec- 
ially if  he  can  show  that  he  has  made  a  great  many  such  oper- 
ations in  a  very  short  space  of  time. 

Why  do  not  physicians  conscientiously  narrate  to  us  the 
ultimate  results  of  these  cases,  upon  which  they  base  such 
wonderful  reports?  Because  they  are  ashamed  to  do  so!  After 
they  have  tried  them  for  a  time,  and  the  results  are  finally 
forced  upon  them,  they  simply  quietly  lay  away  their  hobby 
and  say  nothing  about  their  conclusions.  But  does  it  teach 
them  a  lesson?  Unfortunately  no!  They  are  ready  for  the 
next  visionary  dream  of  some  over-zealous  enthusiast,  and  are 
soon  deep  in  the  mysteries  of  the  latest  "reflex."  Where  and 
when  will  this  insane  chasing  of  a  will-of-the-wisp  cease?  How 
many  of  the  crippled,  the  maimed,  the  halt  and  the  blind  must 
be  arrayed  before  us  like  the  ghosts  of  Richard's  victims,  be- 
fore we  are  contented  to  inoculate  our  practice  with  a  little 
common  sense?  The  answer  is  as  visionary  as  a  "reflex  neu- 
rosis." But  it  is  to  be  hoped  that  the  time  is  not  far  off;  that 
the  day  of  our  salvation  and  the  salvation  of  our  patients  is  at 
hand. 

One  gleam  of  sunshine  I  have  been  able  to  extract  from  the 
general  gloom,  has  helped  me  over  many  a  dark  place.  It  is 
this:  Never  attack  an  organ,  unless  that  particular  organ  is 
causing  distinct  uneasiness.  If  an  organ  is  diseased  to  an  ex- 
tent sufficient  to  warrant  interference,  it  will  usually  make  its 
pathological  condition  evident. 

The  latest  candidate  for  the  approbation  of  the  medical  men, 
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is  the  influence  exerted  upon  the  nervous  system  by  insuffi- 
ciencies and  over-sufficiencies  of  the  ocular  muscles. 

The  subject  ot  tenotomies  for  ocular  insufficiencies  is  not  a 
new  one.  But  the  subject  of  graduated  tenotomies  for  ocular 
insufficiencies,  and  their  effects  upon  the  different  organs  of 
the  body,  is  comparatively  a  new  one.  Tenotomies  have,  un- 
til recently,  meant  a  complete  cutting  away  of  the  tendons 
from  the  eyeball,  and  this  has  referred  more  particularly — 
almost  exclusively,  I  may  say,  to  insufficiencies  of  the  internal 
recti  muscles.  To  Dr.  Stevens,  of  New  York,  is  to  be  given 
the  credit  of  having  elaborated  the  subject  of  graduated  tenot- 
omies and  advancements,  for  the  relief  of  reflex  and  remote 
diseases,  and  of  having  called  attention  to  other  varieties  of 
insufficiencies,  beside  those  of  the  internal  recti  muscles.  To 
Dr.  Stevens  must  also  be  given  the  credit  of  having  systemat- 
ized this  entire  subject,  and  of  having  given  us  an  exact  and 
intelligent  nomenclature.  His  methods  of  operating  are  of  the 
very  best,  and  are  of  such  a  nature  as  to  make  them  valuable 
to  every  ophthalmologist.  His  instruments  for  operating  are  as 
near  perfection  as  they  can  be  made,  and  his  phorometer  renders 
the  detection  of  insufficiencies  easy  and  systematic.  His  claims 
to  cure  headaches,  head  neuralgia,  etc.,  will  find  sympathy, 
approbation  and  acquiescence  from  all  ophthalmologists.  But 
his  claim  to  relieve  general  chorea,  epilepsy,  paralysis  and 
other  grave  and  remote  neuroses  by  graduated  tenotomies,  is 
so  extreme  as  to  warrant  the  unfavorable  verdict  rendered  by 
almost  the  entire  profession.  His  claims  were  so  broad,  and 
his  personal  statistics  so  surprising,  that  it  became  necessary 
for  the  profession  either  to  accept  or  reject  the  grounds  upon 
which  he  stood.  Therefore  the  New  York  Neurological  So- 
ciety determined  to  thoroughly  and  impartially  investigate  the 
subject.  Accordingly  in  March,  1887,  with  the  acquiescence 
of  Dr.  Stevens,  a  commission  was  appointed,  consisting  of  Drs. 
Seguin,  Starr,  Birdsall,  Moore,  Weber,  Dana,  and  Foster  (the 
two  latter  bring  appointed  by  Dr.  Stevens  himself),  to  consider 
the  value  of  Dr.  Stevens'  treatment.  This  commission  was  not 
compelled  to  bring  in  a  report  at  any  specified  date.    This  was 
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left  to  themselves.  They  were  requested  to  bring  in  their 
report  whenever  they  had  arrived  at  a  conclusion.  They  were 
merely  asked  to  consider  the  subjects  of  chorea  and  epilepsy, 
these  being  the  subjects  upon  which  Dr.  Stevens  laid  the  great- 
est stress,  and  in  which  he  claims  (without,  however,  substanti- 
ating his  claims  by  intelligent  statistics)  to  cure  50%  of  all  cases 
submitted  to  his  charge.  A  preconcerted  plan  was  agreed 
upon  that  was  undoubtedly  fair  to  all,  by  which  patients  were 
placed  under  Dr.  Stevens'  care,  and  observations  of  progress 
taken  from  time  to  time.  This  plan  appears  to  have  been 
carried  out  honestly  by  the  members  of  the  commission,  al- 
though claims  to  the  contrary  were  advanced  by  Dr.  Stevens. 
The  total  number  of  cases  sent  to  Dr.  Stevens  for  treatment 
was  28;  23  were  epileptics;  5  cases  of  chronic  chorea,  and  all 
had  some  form  of  insufficiency.  Fourteen  of  these  cases  with- 
drew for  various  causes:  5  were  unable  to  attend  regularly;  2 
were  declined  by  Dr.  Stevens  because  of  organic  disease;  5 
were  withdrawn  by  mutual  consent  of  the  members  of  the  com- 
mission sending  the  cases  and  Dr.  Stevens,  for  satisfactory 
reasons,  such  as  non-attendance,  etc.  Three  were  discontinued 
because  they  grew  worse  instead  of  better  under  the  treatment; 
[makes  15.  Ed.]  hence  only  14  remained  and  became  available 
for  observation.  These  cases  were  under  treatment  for  periods  va- 
rying from  several  weeks  to  30  months,  and  the  result  showed 
that  no  cases  were  cured.  One  case  was  much  improved,  5 
cases  improved,  7  cases  unimproved,  and  the  result  in  1  case  was 
unknown.  From  these  results  it  will  be  seen  that  6  cases  were 
claimed  to  be  improved;  3  of  these  case  ^  were  from  Dr. 
Stevens'  own  private  practice,  and  no  exact  notes  of  their  pre- 
vious condition  were  available.  In  5  cases  the  improvement 
was  very  slight;  the  sixth  case  was  an  epileptic  who  did  about 
as  well  under  Dr.  Stevens'  treatment  as  under  the  bromide 
treatment.  Some  of  the  patients  were  made  worse  instead  of 
better,  and  in  some  diplopia  and  vertigo  were  developed. 

Such  in  brief  was  the  result  of  the  investigations 
of  the  commission  appointed  in  March,  1887,  and  which 
reported   in    November,    1889.       Their   labors   appear  to 
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have  been  carried  on  in  a  spirit  of  honesty  and  fairness. 
They  declare  that  inasmuch  as  Dr.  Stevens  has  utterly 
failed  to  achieve  the  great  results  he  claimed,  this  method 
of  treatment  is  not  worthy  to  be  classed  among  the 
principal  agents  for  the  cure  of  chorea  and  epilepsy.  This 
appears  to  have  been  agreed  to  by  even  those  members  of  the 
commission  selected  by  Dr.  Stevens  himself;  Dr.  Dana  (one  of 
Dr.  Stevens'  friends)  even  going  so  far  as  to  say,  that  while 
when  he  entered  the  commission  he  was  prejudiced  in  favor  of 
this  method  of  treatment,  the  result  of  his  observations  had 
been  to  make  him  lose  faith  in  its  efficiency.  One  remarkable 
fact  is,  that  Dr.  Stevens  reports  to  have  cured  50%  of  the  cases 
of  epilepsy  and  chorea  submitted  to  him  in  his  own  private 
practice.  He  further  claims  that  the  cures  materialized  prompt- 
ly; but  the  commission  reports  that  no  cases  were  cured,  and 
there  were  practically  only  3  cases  that  made  even  doubtful 
improvement,  and  the  course  of  improvement  in  them  all  was 
protracted. 

The  fact  of  the  matter  is,  Dr.  Stevens  appears  to  be  enthu- 
siastic and  very  zealous  in  his  investigation  of  this  subject,  and 
has  arrived  at  a  point  where  he  claims  too  much  and  where 
his  claims  have  no  reasonable  hope  of  being  sustained  by  a 
fair  and  impartial  examination.  If  he  merely  advocated  the 
use  of  this  remedy  for  headaches,  head  neuralgias,  etc.,  he 
would  have  many  endorsers,  but  as  it  now  stands  the  breadth 
of  his  claims  is  only  equaled  by  the  members  of  the  profession 
who  are  his  open  antagonists.  Notwithstanding  the  fact  that 
the  commission  was  appointed  with  the  acquiescence  of  Dr. 
Stevens,  and  that  the  commission  and  Dr.  Stevens  labored  to- 
geiher  for  a  period  involving  2'/s  years,  Dr.  Stevens,  at  the 
meeting  in  November,  1889,  brings  in  a  protest  against  the 
reception  of  this  report  by  the  Society.  If  he  did  not  wish  to 
work  with  the  commission  he  should  have  said  so  at  the  start; 
if  he  wished  to  object  to  the  method  in  which  the  commission 
was  prosecuting  its  labors  he  had  ample  opportunity  to  do  so. 
But  he  accepted  the  cases  that  were  sent  to  him  (with  the 
exception  of  the   14  that  were  rejected),  and  treated  them 
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presumably  to  the  best  of  his  ability,  and  it  would  seem  as  if 
he  should  stand  by  the  results.  He  even  has  the  poor  taste  to 
vent  his  spleen  by  unjust  and  personal  allusions  to  the  mem- 
bers of  the  commission,  and  it  is  gratifying  to  learn  that  such 
allusions  were  passed  by  in  dignified  silence  by  the  Society, 
the  personal  character  of  the  members  of  the  commision  being 
sufficient  guarantee  against  bigoted  animosity  cutting  any 
figure  in  its  labors.  It  appears  to  me  that  if  such  neuroses  are 
dependent  upon  a  lack  of  ocular  equilibrium,  Dr.  Stevens,  with 
the  immense  labor  that  he  has  put  upon  the  subject,  the  un- 
doubted information  he  has  acquired,  and  the  great  skill  that 
he  unquestionably  possesses,  should  be  able  to  achieve  exact 
results,  and  that  successful  operations,  directed  against  these 
conditions,  should  be  positive  and  rapid  in  their  consequences 
and  not  protracted  and  unsuccessful. 

For  my  part  I  have  little  faith  in  graduated  tenotomies.  I 
believe  that  if  a  muscle  is  worth  tenotomizing  at  all,  the  opera- 
tion should  be  complete,  and  that  an  absolute  separation  of  the 
tendon  from  the  eye-ball  should  be  brought  about.  In  Dr. 
Stevens'  method  the  tendon  is  picked  up  by  a  pair  of  fine  for- 
ceps and  the  middle  fibres  are  cut,  leaving  the  two  lateral 
margins  of  the  tendon  intact;  this  looks  well  in  theory,  but  ac- 
cording to  my  observation  does  not  materialize  in  practice. 
The  fibres  that  are  cut  are  supposed  to  fall  back  and  become 
attached  to  the  globe  at  another  point.  I  do  not  believe  that 
this  is  the  case.  I  believe  that  the  fibres  fall  back  during  the 
operation,  but  in  a  short  time  thereafter,  in  the  course  of  healing 
and  cicatrization,  the  fibers  pull  back  to  their  original  place  of 
attachment.  This  statement  I  have  repeatedly  verified  by  ob- 
servations, upon  the  human  being  and  animals,  by  first  making 
graduated  tenotomies,  and,  after  a  while,  reopening  the  con- 
junctiva and  carefully  observing  the  condition  of  affairs.  Dr. 
Stevens  himself,  I  understand,  sometimes  finds  it  necessary  to 
repeat  this  operation  from  1 5  to  20  times  on  a  single  person.  I  f 
this  is  the  case,  and  some  of  his  cases  are  under  observation 
for  2l/'2  years  without  achieving  decided  results,  it  would  appear 
to  me  that  the  operation  should  be  condemned  and  a  search 
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made  for  some  new  remedy.  I  believe  there  is  a  great  deal  of 
nonsense  in  the  subject  of  ocular  insufficiencies  and  tenotomies, 
when  presented  in  its  most  favorable  aspect,  and  it  appears  to 
me  that  almost  all  of  the  hundreds  of  cases  that  I  have  exam- 
ined by  Dr.  Stevens'  phorometer  have  had  some  varieties  of 
muscular  insufficiency.  To  summarize  then:  I  believe  that 
errors  of  refraction  and  ocular  insufficiencies  are  a  fruitful 
source  of  headaches,  head  neuralgia  and  other  neuroses,  situated 
in  and  about  the  eyes  and  head.  I  believe  that  such  diseases 
can  be  remedied  by  the  proper  adjustment  of  glasses  and  by 
proper  tenotomies.  But  I  do  not  believe  that  chorea,  epilepsy 
and  other  remote  neuroses  are  produced  by  errors  of  refraction 
or  by  muscular  insufficiencies,  except  as  such  abnormalities 
indirectly  cause  an  impairment  of  the  general  health,  which 
might  in  its  turn  present  a  favorable  soil  for  the  growth  of  the 
various  neuroses.  I  have  but  little  faith  in  graduated  tenot- 
omies, and  believe  that  if  a  tenotomy  is  indicated  at  all,  the 
complete  operation  is  necessary. — J.  A.  M.  A. 


NEW  TESTS  FOR   BINOCULAR  VISION. 


It  frequently  becomes  a  matter  of  importance  to  ascertain 
the  presence  or  otherwise  of  true  binocular  vision  as  an  index 
of  the  efficiency  of  treatment  in  squint,  to  decide  the  advis- 
ability of  "  correcting  "  both  eyes  when  these  are  greatly 
dissimilar  in  refraction,  and,  indirectly,  as  a  means  of  detecting 
attempts  at  malingering,  or  to  determine  the  existence  or 
absence  of  monocular  blindness.  One  of  the  simplest  experi- 
ments is  to  hold  a  pencil  midway  between  the  eyes  of  the 
patient  and  a  printed  page,  perpendicularly  to  the  lines  of 
type.  This  presents  no  obstacle  to  the  reading  if  binocular 
vision  is  present,  but  in  the  event  of  its  absence  portions  of  the 
page  will  be  obscured  by  the  pencil.  The  ordinary  prism 
tests,  Hering's  drop  experiment,  and  the  various  exercises 
with  the  stereoscope  are  familiar  methods  for  obtaining  the 
same  object. 

The  effect  of  lenses  in  changing  the  form  of  retinal  images 
has  been  studied  especially  by  Donders,  Stellwag  and  Knapp, 
while  binocular  metamorphopsia  produced  by  correcting 
glasses  was  the  subject  of  a  capital  paper  by  J.  A.  Lippincott, 
published  some  eighteen  months  ago.  In  this  research  Dr. 
Lippincott  (  New  York  Medical  Journal,  September  27,  1890), 
came  to  the  following  conclusions,  which  we  quote  from  this 
most  recent  communication  upon  this  subject,  and  the  appli- 
cations to  which  his  experiments  have  led  : 

"  1.  A  -f-  spherical  placed  before  one  eye  makes  the  cor- 
responding side  of  a  rectangle  appear  higher  than  the  other 
side. 

"2.  A  —  spherical  makes  the  corresponding  side  appear 
lower. 

"3.  A  +  cylinder,  vertical,  increases,  whereas  a  +  cylinder, 
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horizontal,  lessens  the  apparent  height  of  the  corresponding 
side. 

"4.  A  —  cylinder,  vertical,  lessens,  whereas  a  —  cylinder, 
horizontal,  increases  the  apparent  height  of  the  corresponding 
side. 

"5-  A  -f  cylinder,  axis  pointing  upward  and  outward,  before 
either  (  and  still  more  decidedly  before  each  )  eye  makes  the 
top  of  a  rectangle  appear  narrower  than  the  bottom,  while  if 
the  axis  points  upward  and  inward  the  top  appears  wider. 

"  6.  Minus  cylinders,  axis  upward  and  outward,  increase; 
whereas  those  with  axis  pointing  upward  and  inward  lessen 
the  apparent  relative  width  of  the  top. 

"  7.  Binocular  vision  is  necessary  for  the  production  of  optical 
metamorphopsia.  Hence  the  lens  must  not  be  so  strong  as  to 
make  the  image  sufficiently  blurred  to  be  incapable  of  fusion 
with  that  formed  by  the  other  eye,  for  in  that  case  the  blurred 
image  is  suppressed  mentally  and  monocular  vision  thus 
practically  established." 

Inasmuch  as  the  appearances  just  quoted  can  be  demon- 
strated in  all  eyes  without  regard  to  the  character  of  their  re- 
fraction, provided  true  binocular  vision  exists,  Dr.  Lippincott 
has  employed  these  phenomena  to  replace  the  ordinary  stereo- 
scopic tests.  In  fact,  to  quote  his  own  language,  "  they  are 
stereocopic  tests  with  the  stereoscope  left  out."  For  the 
purpose  of  practical  application  Dr.  Lippincott  advises  that  a 
+  2  cylinder,  vertical,  be  held  before  one  eye,  while  a  twelve- 
inch-square  card  is  placed  at  the  ordinary  reading  distance, 
and  the  patient  asked  to  describe  which  of  the  two  sides  is 
higher.  As  a  control  test,  the  cylinder  is  now  turned  with  its 
axis  horizontal  and  the  card  again  viewed.  That  side  which 
in  the  first  place  appeared  higher  now  seems  to  be  lower  than 
the  other.  So  instead  of  a  +  cylinder  a — cylinder,  first  with 
its  axis  vertical  and  then  with  its  axis  horizontal,  may  be  em- 
ployed ;  or  the  glass  may  be  held  with  its  axis  oblique  before 
the  eyes.  The  ease  and  rapidity  with  which  this  examination 
can  be  made,  and  its  undoubted  accuracy  in  so  far  as  a  proof 
of  true  binocular  vision  is  concerned, commend  it  as  a  very  time- 
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saving  method.  Concerning  its  application  to  the  detection  of 
the  presence  or  absence  of  monocular  blindness,  it  may  be 
said,  as  Dr.  Lippincott  has  pointed  out,  that  if  the  results 
are  negative  they  demonstrate  only  the  absence  of  stereoscopic 
vision,  but  do  not  prove  the  presence  of  monocular  blindness. 
They  none  the  less,  however,  could  be  employed  as  a  control 
test  in  association  with  the  other  methods  which  usually  de- 
pend upon  the  prevention  of  the  sound  eye  from  seeing,  or  in 
the  case  of  malingering,  upon  the  prevention  of  that  eye  which 
is  claimed  to  be  sound  from  seeing. 

No  very  satisfactory  explanation  of  these  phenomena  has 
ever  been  given,  although  in  the  opinion  of  the  author  of  the 
test  that  one  put  forward  by  Dr.  John  Green  most  nearly  solves 
the  problem.  The  writer,  discussing  the  apparent  distortion 
of  objects  viewed  through  lenses,  points  out  that  as  we  learn 
to  see  things  as  they  are  through  an  education  of  the  sense  of 
vision,  when  the  data  upon  which  we  have  learned  to  rely  are 
suddenly  changed,  illusions  are  apt  to  be  evoked  requiring  a 
correction  of  the  judgment  in  accordance  with  the  new  condi- 
tions.—  Univers.  Med.  M. 


CASE  OF  SYMPATHETIC   INFLAMMATION  AFTER 
PANOPHTHALMITIS  OF  THE  INJURED  EYE. 


BY   S.   C.    AYRES,   M.   D.,  CINCINNATI. 
A  paper  read  before  the  South- Western  Ohio  Medical  Society,  October,  1890. 


The  study  of  sympathetic  ophthalmia,  in  all  its  phases , 
is  now,  and  always  will  be,  one  of  intense  interest  to  the 
specialist. 

This  disease,  so  insidious  in  its  approach,  so  persistent  in 
its  course,  and  so  fatal  in  its  results,  is  always  to  be  dreaded. 
Statistics  show  that  not  only  punctured  and  incised  wounds  and 
foreign  bodies  within  the  globe,  but  cataract  extractions,  per- 
forations of  the  cornea  and  sclera  from  idiopathic  inflammation 
not  due  to  traumatism,  are  now  well  known  to  be  both  the 
direct  and  remote  cause  of  sympathetic  ophthalmia.  It  was 
formerly  taught  that  suppuration  of  the  globe,  or  panophthal- 
mitis, was  a  bar  to  the  development  of  sympathetic  trouble  in 
the  fellow  eye.  Attempts  were  even  made  to  produce  sup- 
puration in  order  to  place  the  sound  eye  in  as  safe  a  condition 
as  possible.  But  as  observations  have  been  more  accurate,  the 
fallacy  of  the  above  theory  has  been  demonstrated.  Statistics 
from  reliable  observers  are  not  wanting  to  show,  beyond  a 
doubt,  that  panophthalmitis  of  one  eye  does  not  prevent  the 
development  of  sympathetic  inflammation  in  the  other.  The 
aggregate  of  such  cases  is  not  great  as  yet,  but  observations 
are  slowly  accumulating,  and  the  fact  as  stated  in  relation  to 
panopthalmitis,  is  now  well  established. 

In  the  light  of  the  present  day,  it  is  surprising  to  read  in 
Berry's  work,  published  recently,  that  "  when  an  inflammation, 
even  though  produced  by  micro-organisms,  is  excessively  se- 
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vere,  and  results  in  purulent  destruction  of  the  tissues,  as  in  a 
case  of  panophthalmitis,  the  lymph  channels  become  obliter- 
ated, and  the  danger  of  further  transference  of  organisms 
averted.  The  immunity  thus  given  by  panophthalmitis,  a 
clinical  fact  which  has  long  been  observed,  is  explained  with- 
out too  much  stretching  of  this  hypothesis." 

Noyes,  on  the  contrary,  in  his  excellent  book  says  that : 
"panophthalmitis  does  not  preclude  the  possibility  of  sympa- 
thetic effects." 

Dr.  Wecker,  in  his  Ocular  Therapeutics,  says:  "The  destruc- 
tion of  the  intra-ocular  nerves  by  suppuration  would  offer  a 
perfect  guarantee  if  only  there  could  be  any  certainty  that  all 
the  nerves,  the  termination  of  the  optic  included,  had  disap- 
peared. Although  the  stumps  of  eyes  which  have  suppurated 
may  be  considered  as  the  least  dangerous,  they  cannot  be 
looked  on  as  above  suspicion,  and  therefore  any  treatment 
which  should  attempt  by  artificial  suppuration  to  secure  an 
eye  from  sympathetic  inflammation,  ought  to  be  condemned 
as  radically  bad." 

In  the  Archives  of  Ophthalmology  for  1876,  Dr.  Alt  has  col- 
lected from  various  sources  I IO  cases  of  sympathetic  inflam- 
mation. In  his  conclusions  he  says  it  is  worth  mentioning  that 
in  thirteen  of  the  cases  where  eyes  were  enucleated  for  sympa- 
thetic irido  choroiditis,  the  other  had  been  lost  by  panophthal- 
mitis purulenta. 

In  the  Royal  London  Ophthalmic  Hospital  Reports  for  1887, 
is  an  article  on  "Sympathetic  Inflammation  of  the  Eye-ball," 
by  Gunn,  in  which  he  reports  the  results  of  the  examinations 
of  forty-seven  cases  which  were  enucleated  in  that  institution. 
They  are  carefully  classified  as  to  age,  cause  and  character  of 
injury,  interval  of  sympathetic  manifestation,  the  final  condi- 
tion of  injured  and  sympathizing  eye,  and  the  effects  of  treat- 
ment. In  this  valuable  and  exhaustive  article,  he  states, 
among  his  conclusions,  that  in  three  cases  panophthalmitis 
preceded  the  development  of  sympathetic  manifestations.  In 
the  first  case  the  injured  eye  was  enucleated,  and  a  few  days 
later  sympathetic  inflammation  developed  in  the  fellow  eye. 
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In  the  other  two  cases  panophthalmitis  followed  cataract  ex- 
traction, and  in  both  sympathetic  ophthalmitis  developed  within 
a  few  weeks. 

In  view  of  the  importance  of  this  subject,  I  have  taken  the 
liberty  to  present  a  case  which  has  come  under  my  observation, 
where  sympathetic  trouble  followed  panophthalmitis. 

Mary  Dixon,  set.  8,  was  injured  the  last  week  in  December, 
1888,  in  the  following  manner:  She  opened  a  window  and  a 
strong  wind  was  blowing,  and  dust  or  some  other  substance 
struck  her  left  eye,  causing  slight  pain.  As  she  closed  the 
window,  a  portion  of  one  of  the  panes  broke,  and  it  is  not 
certain  whether  a  fragment  of  the  glass  penetrated  the  eye  or 
not.  Two  days  later  she  had  a  chill  which  was  followed  by  an 
eruption,  and  violent  inflammation  of  the  eye  set  in,  and  she 
had  suppuration  of  the  globe.  What  this  eruption  was  is  not 
certain,  but  she  has  some  scars  on  her  forehead  which  very 
much  resemble  varioloid.  The  eye  was  quite  painful  for 
several  days,  but  slowly  subsided,  and  the  eye  is  now  very 
much  shrunken.  About  four  months  after  this  suppuration, 
the  vision  of  the  right  eye  began  to  fail.  The  evidences  of  this 
were  a  slight  cloudiness  in  distant  vision,  and  an  inability  to 
recognize  things  which  she  could  see  clearly  before.  This 
gradually  increased,  especially  during  the  month  of  October, 
when  her  vision  became  very  much  impaired. 

Upon  examination  the  right  eye  was  found  in  the  following 
condition  :  The  iris  was  adherent  to  the  lens  and  presenting 
an  irregular  and  knotty  appearance  from  masses  within  the 
stroma  of  the  iris  ;  the  pupil  was  filled  with  a  dense  secondary 
membrane,  and  the  vision  was  reduced  to  counting  fingers 
with  difficulty  at  three  feet.  There  was  some  tenderness  in 
the  ciliary  region,  and  tension  was  diminished.  The  stump  of 
the  right  eye  was  not  sensitive,  and  there  seemed  to  be  no 
urgent  reason  for  its  removal. 

The  relief  of  the  inflammation  was  the  most  important  point 
to  be  gained,  and  from  my  successful  use  of  poultices  in  sucli 
cases,  I  let  her  return  home  with  instructions  to  use  poultices 
regularly  every  day,  and  report  progress.    It  was  my  intention 
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to  make  an  iridectomy,  but  I  wanted  to  wait  until  the  eye 
would  be  in  a  suitable  condition.  An  iridectomy  made  during 
the  active  progress  of  a  plastic  iridocyclitis  is  usually  negative 
i-n  results,  owing  to  the  fact  that  the  coloboma  is  soon  closed 
with  lymph.  She  went  home  with  instructions  in  relation  to 
treatment. 

In  March  I  enucleated  the  stump.  It  was  very  much 
shrunken  and  collapsed.  The  right  remains  as  it  was,  so  far  as 
vision  is  concerned.  There  is  no  tenderness  in  the  ciliary 
region.  In  all  probability  the  lens  will  become  opaque  in  time 
and  can  be  extracted. 
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Thursday,  October  16,  1890,  Henry  Power,  F.R.C.S., 
President,  in  the  Chair. 

Introductory  Address. 

On  taking  his  seat  as  President  of  the  Society,  Mr.  Power 
paid  a  graceful  tribute  to  his  predecessor  in  the  chair,  Dr. 
Hughlings  Jackson.  He  referred  to  the  address  delivered  by 
Mr.  Hulke  on  a  former  occasion,  which  included  a  sketch  of 
the  wonderful  developments  and  improvements  in  ophthalmol- 
ogy within  that  eminent  surgeon's  immediate  knowledge  and 
observation.  Looking  back  through  the  past  year,  there  was 
no  startling  discovery  to  be  recorded.  There  were,  however, 
ample  fields  for  work.  Much  still  remained  unknown  in  the 
pathology  and  treatment  of  such  diseases  as  sympathetic 
ophthalmia,  white  atrophy  of  the  disc,  and  conical  cornea. 
Glaucoma,  acute  and  chronic,  was  still  not  fully  understood, 
and  the  best  method  of  operating  in  cataract,  and  of  treating 
secondary  cataracts  and  detachment  of  the  retina  were  not  yet 
agreed  upon.  Mr.  Power  made  a  brief  allusion  to  the  papers 
and  works  on  ophthalmology  published  during  the  past  year 
both  in  this  country  and  abroad.  He  congratulated  the  Society 
upon  the  award  of  the  Middlemore  prize  to  two  of  its  mem- 
bers. After  referring  to  the  large  and  increasing  membership 
of  the  Society,  he  urged  upon  those  who  were  intending  to 
take  up  this  branch  of  medical  science  the  importance  of  a 
thorough  preliminary  training,  both  general  and  medical. 
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Graefe's  Lid  Sign. 

Dr.  Sharkey  read  a  paper  based  upon  the  results  of  an 
investigation  he  had  made  in  his  out- patient  room  at  St. 
Thomas'  Hospital  upon  613  cases.  He  said :  The  questions 
I  set  myself  to  answer  were  :  I,  What  views  do  others  hold  as 
to  the  value  of  the  lid  sign?  as  a  matter  of  fact,  is  it  always 
present  in  Graves'  disease?  2,  Is  it  always  absent  in  health 
and  in  other  diseases?  In  reply  to  the  first  question,  reference 
to  the  literature  of  the  subject  showed  that  Graefe  himself  in 
1864,  describing  the  sign  as  the  absence  of  correspondence 
between  the  movement  of  the  lid  and  the  elevation  and  lower- 
ing of  the  visual  plane,  considered  it  pathognomonic,  and  so 
particularly  important  in  the  earliest  stages  of  the  affection. 
Subsequent  writers  have  recognized  the  importance  of  the 
symptom,  but  do  not  consider  it  pathognomonic.  My  own 
experience  is  that  it  is  often  absent  in  Graves'  disease.  But 
is  it  always  absent  in  health  and  in  other  diseases  ?  No  one 
seems  ever  to  have  deliberately  set  about  answering  this  ques- 
tion. And  yet  on  an  answer  to  it  mainly  depends  the  import- 
ance of  the  symptom.  Among  the  613  cases  of  diseases  of  all 
kinds  examined,  12,  or  a  little  less  than  2  percent.,  presented 
it  well  marked.  Many  others  had  it  so  long  as  they  stared  at 
the  object  held  before  them  ;  and  it  was  difficult  to  prevent 
them  from  doing  so.  A  large  proportion  of  healthy  people 
can  voluntarily  produce  the  lid  sign  in  themselves  by  staring. 
Inasmuch,  then,  as  Graefe's  lid  sign  is  far  from  always  present 
in  undoubted  cases  of  Graves'  disease,  and  is  often  very  well 
marked  in  others  who  certainly  have  not  Graves'  disease,  it 
cannot  be  considered  very  valuable  as  a  diagnostic  sign.  What 
is  the  cause  of  Graefe's  lid  sign  ?  It  is  clear  that  there  is 
overaction  of  the  muscles  which  raise  the  lid,  namely,  'the 
levator  palpebral,  supplied  by  the  third  nerve,  and  the  unstnped 
muscle  of  the  lid  supplied  by  the  sympathetic.  Remak 
showed  that  irritation  of  the  sympathetic  produced  elevation 
and  retraction  of  the  upper  lid ;  and  the  fact  that  one  can 
voluntarily  produce  this  shows  that  it  can  likewise  be  effected 
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through  the  third  cranial  nerve.  Constant  active  spasm  rarely 
results  from  irritation,  though  intermittent  spasm  may.  Pro- 
longed spasm  most  frequently  owes  its  origin  to  paralysis  or 
weakening  of  opposing  muscles.  Is  there  evidence  in  Graves' 
disease  of  a  weakening  of  the  muscles  which  close  the  eyes  ? 
Stellwag  has  shown  that  a  very  constant  symptom  of  the 
disease  is  diminished  frequency  and  incompleteness  of  the 
involuntary  closure  of  the  lids,  which  goes  on  so  continuously 
in  health.  The  orbicularis  palpebrarum,  which  effects  this 
movement,  and  is  the  opponent  of  the  muscles  which  raise  the 
lid,  being  weakened  in  Graves'  disease,  and  losing  tone  by 
inaction,  the  healthy  equilibrium  of  the  muscles  of  the  eye  is 
lost,  the  opening  overpowering  the  closing  muscles,  and  pro- 
ducing retraction  of  the  upper  lid  and  Grade's  sign.  Thus 
the  infrequency  of  winking,  which  Stellwag  refers  to  disease  of 
the  centre,  is  the  primary  result  of  disease,  and  retraction  of 
the  lids  and  Graefe's  sign  follows  as  a  consequence.  This  ap- 
pears to  me  to  be  the  most  satisfactory  explanation  of  the  lid 
sign. 

Recovery  from  Graves'  Disease. 

Mr.  Lawford  read  notes  of  the  case  of  a  female,  aet.  43  years, 
who  ten  years  previously  had  been  seriously  ill  with  all  the 
usual  symptoms  of  exophthalmic  goitre,  and  had  been  under 
treatment  at  a  London  hospital  for  some  months.  She  slowly 
recovered,  and  had  been  for  the  last  nine  years  in  good 
health,  but  liable  to  bronchitis.  She  attended  as  an  out-patient 
at  St.  Thomas'  Hospital  for  conjunctivitis,  and  it  was  then 
noticed  that  there  was  marked  proptosis,  but  no  other  signs  of 
disease;  the  eyelids  were  normal  in  position  and  movement; 
the  thyrioid  could  not  be  felt,  and  there  was  no  cardiac  trouble. 
The  patient  herself  stated  that  the  protrusion  of  the  eyes  had 
not  diminished  since  they  became  prominent  during  her  acute 
illness ;  but  with  this  exception  she  knew  of  no  symptom  left 
by  the  attack. 

Dr.  Hughlings  Jackson  referred  to  a  series  of  cases  collected 
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by  Mr.  Roxburgh,  but  not  published,  in  which  exophthalmos 
occurred  without  the  other  symptoms  of  Graves'  disease.  It 
was  important  to  know  that  the  disorder  might  pass  off,  as  in 
the  case  reported. 

Mr.  Poulett  Wells  referred  to  a  case  of  Graves'  disease  in  a 
woman  whom  he  had  seen  at  Moorfields.  She  had  all  the 
usual  symptoms  and  signs  well  marked,  and  rapidly  improved 
after  treatment  by  iron  and  bromide  of  potash. 

Dr.  James  Anderson  had  met  with  cases  that  recovered,  but 
in  them  there  remained  considerable  pigmentation  of  the  skin. 
He  thought  it  would  be  found  that  Graves'  disease,  like  gly- 
cosuria, included  a  great  number  01  different  conditions.  At 
the  present  time  several  groups  of  symptoms  were  recognized, 
cardiac,  goitrous,  ocular,  and  changes  of  disposition,  which 
were  not  often  all  present  in  the  same  subject.  Graefe's  sym- 
ptom was  often  encountered,  but  was  not  sufficiently  constant 
to  be  pathognomonic. 

Dr.  Sidney  Coupland  thought  that  if  the  retraction  of  the 
upper  lid  were  due  to  spasm  of  the  levator  palpebral,  induced 
by  the  lack  of  opposing  force  in  the  orbicularis  palpebrarum, 
it  was  unlikely  that  the  symptom  would  occur  during  the  act 
of  staring. 

Mr.  McHardy  spoke  of  the  extreme  rarity  of  necropsies 
upon  cases  of  Graves'  disease.  He  also  called  attention  to 
the  occurence  of  alopecia  areata  in  these  patients.  He  had 
met  with  it  in  three,  in  two  of  which  it  was  associated  with 
considerable  pigmentation  of  the  skin. 

Dr.  Sharkey  briefly  replied  to  the  remarks  made  upon  his 
paper,  and  further  explained  his  reasons  for  the  views  he  had 
enunciated.  In  the  act  of  staring  there  was  preponderance  of 
action  of  the  levator  palpebral,  although  the  orbicularis  palpe- 
brarum might  be  normal.  In  Graves'  disease  the  preponder- 
ance of  the  levator  muscle  was  due,  not  necessarily  to  its  over 
action,  but  to  diminished  power  in  the  opposing  orbicularis 
muscle. 
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Paralysis  of  Both  External  Recti,  with  Contraction  of 
the  Internal  Recti. 

This  communication  by  Mr.  Donaldson  (Londonderry)  was 
read  by  the  Secretary.  J.  K.,  set.  70  years.  When  about  50  years 
old  the  eyes  began  to  turn  in,  and  the  deviation  slowly  in- 
creased for  about  ten  years.  The  eyelids  generally  remain 
almost  closed,  as  shown  in  a  photograph,  but  can  be  partially 
raised  by  the  action  of  the  occipito-frontalis.  Both  eyeballs 
are  rotated  inwards  and  a  little  downwards,  so  that  the  outer 
margin  of  each  cornea  is  barely  visible  at  the  inner  canthus. 
The  deviation  is  rather  greater  in  the  right  eye.  The  move- 
ment of  the  eyes  is  extremely  limited.  Perception  of  light  is 
retained,  and  the  patient  complains  that  a  bright  light  is  pain- 
ful to  her.  Her  general  health  is  good ;  there  is  no  other 
paralysis,  and  no  sign  or  history  of  rheumatism,  gout,  syphilis, 
alcoholism,  or  injury  is  obtainable. — Brit.  Med.  Journ. 
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THE   DIFFERENTIAL   DIAGNOSIS  BETWEEN 
TRACHOMA  AND  FOLLICULAR  CON- 
JUNCTIVITIS. 


BY  H.  V.  WURDEMANN,  M.D.,  OF  MILWAUKEE,  WISCONSIN. 


There  are  two  diseases  of  the  conjunctiva  which  are  charac- 
terized by  the  formation  of  granules  in  this  membrane  and 
which  are  often  confounded  under  the  name  of  "granular  lids." 
The  one  occurs,  as  a  rule,  in  childhood,  is  amenable  to  treat- 
ment and  is  but  a  slight  affection.  The  other  is  an  infectious 
disease,  occurring  indiscriminately  in  children  or  in  adults,  is 
difficult  to  eradicate  and  if  left  to  itself  may  even  destroy  the 
eye. 

Yet  the  innocent  follicles  of  follicular  conjunctivitis  are 
often  stigmatized  by  the  term  applied  to  the  roughened  lids  of 
trachoma.  Hence  epidemics  of  "granular  ophthalmia"  in  our 
schools  and  institutions  have  been  reported  by  one  physician 
where  another  would  have  diagnosed  the  greater  majority  as 
cases  of  follicular  conjunctivitis.  In  the  examination  of  a 
number  of  our  Milwaukee  schools  in  which  are  a  great  num- 
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ber  of  children  of  foreign  parentage,  I  found  but  few  cases  of 
trachoma,  while  the  follicular  disease  was  relatively  common. 
Iu  this  region  trachoma  seems  to  be  much  more  prevalent 
than  in  other  parts  of  this  country,  probably  on  account  of  our 
large  foreign  population.  Both  these  diseases  occur  in  ill-fed 
and  anaemic  individuals  who  live  or  work  in  poorly  ventilated 
or  unhygienic  rooms  and  surroundings,  but  trachoma  attacks 
all  ages  and  conditions  while  follicular  conjunctivitis  is  essen- 
tially a  disease  of  the  young  or  anaemic.  The  negro,  however, 
is  markedly  exempt  from  trachoma,  though  many  examples 
of  the  follicular  affection  may  be  found.  In  the  course  of 
four  years  attendance  at  two  of  the  charitable  institutions  in 
Washington  as  assistant  in  the  eye  clinics  where  there  was  a 
large  negro  attendance,  I  can  call  to  mind  but  two  or  three 
cases  of  undoubted  trachoma  in  this  race. 

"Trachoma  embraces  a  variety  of  infectious  conditions 
whose  characteristic  is  hypertrophy  of  the  conjunctiva  either 
in  disseminated  spots  or  diffuse,  accompanied  by  the  occur- 
rence in  the  membrane  of  distinct  granules  of  various  sizes 
and  which  may  or  may  not  be  accompanied  by  inflammation."  1 

These  granules  are  small,  rounded,  yellowish  masses  con- 
sisting of  lymphoid  and  connective  tissue  cells  surrounded  by 
a  fibrous  capsule.  They  resemble  masses  of  frog  spawn  and 
are  embedded  in  the  adenoid  tissues  of  the  conjunctiva  and 
are  surrounded  by  a  vascular  network.  The  conjunctival  tis- 
sue is  hypertrophied  and  rough,  hence  the  name  trachoma 
(trachys,  rough).  The  disease  is  chronic  in  its  nature  and  dur- 
ing its  entire  course  and  in  all  of  its  forms  is  infectious.  For 
practical  purposes  it  may  be  termed  acute  and  chronic. 

In  acute  trachoma  there  is  great  swelling,  great  hypertrophy, 
severe  pain  and  a  watery  discharge,  similar  to  the  first  stages 
of  gonorrhoeal  ophthalmia,  from  which  it  is  to  be  differentiated 
by  its  history  and  by  the  fact  that  in  this  disease  at  the  early 
stage,  the  cornea  is  seldom  implicated,  while  in  the  latter  this 
structure  is  soon  affected.    Follicular  conjunctivitis  is  never  so 

■Noyes,  "Diseases  of  the  Eye,"  1890,  p.  315. 
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severe  even  when  acute.  This  condition  in  the  course  of 
several  weeks  merges  into  the  chronic  form  with  lymphoid 
infiltration. 

Two  forms  of  chronic  trachoma  may  be  distinguished.  In 
the  one,  on  everting  the  lids  we  find  little  sago-like  bodies, 
the  size  of  a  millet  seed,  lying  beneath  the  conjunctiva  princi- 
pally upon  the  upper  lid  at  the  retrotarsal  fold.  These  give 
rise  to  but  little  irritation  and  are  accompanied  by  slight  hy 
pertrophy  of  tissue.  This  condition  may  be  aptly  termed 
follicular  trachoma.    (See  Fig.  18). 


Fig.  i 8. — Follicular  Trachoma. 

The  second  form  is  characterized  by  the  occurrence  of  the 
trachoma  bodies  accompanied  by  great  hypertrophy  of  tissue, 
either  diffuse  or  limited  to  the  neighborhood  of  the  granula- 
tions. As  a  rule,  the  surrounding  conjunctiva  is  greatly 
roughened.  This  condition  is  called  trachoma  with  lymphoid 
infiltration.2    (See  Fig.  19). 

This  form  ultimates  in  grave  changes  in  the  lids  and  in  the 
conjunctiva  itself,  producing  a  vascular  opacity  of  the  cornea 
which  is  caused  by  the  mechanical  irritation  of  the  roughened 
lids  (Fig.  20  A).  Cicatrices  follow  the  absorption  of  the  gran- 
ules and  in  old  cases  the  conjunctiva  is  full  of  scars.  The 
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cartilages  of  the  lids  become  curved  and  distorted  so  that 
eventually  trichiasis  and  entropion  are  produced.  If  so  far 
the  cornea  has  escaped  danger  from  the  roughened  conjunc- 
tiva, it  soon  becomes  opaque  from  the  friction  of  the  eyelashes 
and  cicatrices,  unless  relieved  by  an  operation,  (Fig.  20  B). 
In  old  cases  but  few  trachoma  bodies  may  be  seen. 


Fig.  19. — Trachoma  with  Lymphoid  Infiltration. 

In  all  forms  of  this  disease  a  great  number  of  micro-organ- 
isms are  to  be  found  in  the  secretion,  which  is  highly  infec- 
tious, producing  in  other  eyes  the  specific  infection  and  caus- 
ing suppuration  in  other  parts  of  the  body.  Medical  attend- 
ants or  midwives  who  are  themselves  afflicted  with  this  com- 
plaint, are  themselves  responsible  for  many  cases  of  puerperal 
fever.  I  call  to  mind  several  instances  of  this  affection  in  the 
persons  of  nurses  and  medical  men  who  seem  to  have  more 
than  their  share  of  this  class  of  cases.  The  exciting  cause  of 
trachoma  is  supposed  to  be  a  diplococcus.  In  the  examina- 
tion of  a  large  number  of  cultures  I  have  noticed  a  number 
of  organisms: — a  diplococcus,  as  figured  by  Michel, 11  a  bacillus 

sArch.  of  Opluh.,  1886,  p,  452. 
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about  half  the  size  of  the  bacillus  tuberculosis  but  differing  from 
it  in  the  manner  of  growth,  etc.;  the  pyogenic,  the  saprophy- 
tic and  other  forms.  Pure  cultures  were  obtained  in  several 
instances  of  the  first  two  from  the  original  inoculated. 

The  other  disease  that  I  have  to  discuss  is  characterized 
simply  by  follicular  enlargement  without  hypertrophy  of  the 
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Fig.  20. — Diagrammatic  Section  Through  the  Lids  and 

Eyeball. 

[Adapted  from  Fucks.~\ 

A  from  a  case  of  short  standing;  B  from  an  old  case.  A  shows  the  two  forms  of 
hypertrophy;  B  the  results  of  absorption  of  the  granules;  s,  /,  supercilia;  o,o\  sul- 
cus between  brow  and  lid;  d,  d' ,  fold  of  lid;  c,  cilia  in  proper  position;  c' ,  cilia 
turned  against  the  cornea;  r,  free  edge  of  lid,  the  upper  and  lower  lids  parallel,  with 
sharp  inner  edges;  r'  free  edge  of  lid  bent  backward,  the  inner  edge  rounded; 
/,  tarsal  cartilage,  swollen  through  infiltration  and  covered  by  velvety  conjunctiva; 

tarsus  atrophied  and  distorted,  covered  by  smooth  membrane; /,  fornix,  with  many 
trachoma  bodies,  T,  in  the  fold  of  the  conjunctiva;/'  fornix,  smooth,  without  folds; 
/,  thick  pannus,  covering  the  upper  half  of  the  cornea;  p'  shrunken  pannus,  covering 
t  he  whole  cornea. 
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surrounding  conjunctiva,  and  is  accompanied,  as  a  rule,  with 
but  little  irritation.  These  follicles  appear  as  whitish-pink  or 
yellowish,  prominent,  half  round  or  oval,  translucent  eleva- 
tions above  the  conjunctival  surface.  They  are  commonly 
found  near  the  outer  canthus  and  generally  only  on  the  lower 
lid,  although  sometimes  a  few  may  be  seen  along  the  retro- 
tarsal  fold.  The  follicies  of  Krause  are  also  implicated,  but 
are  not  alone  affected,  as  the  disease  sometimes  extends 
beyond  their  locality.  These  follicular  swellings  are  about 
the  size  of  a  pin's  head  and  are  usually  arranged  in  rows. 
The  disease  is  essentially  chronic  and  is  supposed  to  be  due 
to  malarial  infection.4 


Fig.  21. — Follicular  Conjunctivitis. 

It  sometimes  follows  acute  catarrhal  conjunctivitis  and  has 
been  reported  from  the  prolonged  instillation  of  atropine  so- 
lutions and  other  collyria.  Pannus  or  any  other  sequelae  like 
those  of  trachoma  never  result  from  this  affection.  It  tends 
to  a  spontaneous  cure  upon  the  restoration  of  the  health  or 
the  approach  of  the  vital  periods.  Follicular  catarrh  is  sup- 
posed  to   be   non-contagious.      In    the   examination  of  a 

♦Fuchs,  Augenheilkunde,  18S9,  p.  55.  Schmidt-Rimpler,  Augenheilkunde.  1SS9. 
p.  436. 
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number  of  cultures  made  from  the  secretion  of  the  disease  I 
only  found  the  micro-organisms  obtainable  from  any  eye  in 
which  the  conjunctiva  was  not  in  a  state  of  perfect  health. 

To  recapitulate,  the  principal  points  of  variance  are  :  Tra- 
choma is  a  strongly  contagious  disease,  whose  sequelae  and 
complications  are  dangerous  to  vision  and  the  safety  of  the 
eye.  Its  progress  is  ever  from  bad  to  worse  and  treatment  is 
always  prolonged  and  tedious. 

Follicular  conjunctivitis  is  a  mild  affection,  feebly  or  non- 
contagious, and  is  attended  by  no  dangerous  complications. 
It  tends  to  spontaneous  cure  and  resolution  quickly  follows 
proper  treatment.  The  granulations  of  trachoma  are  larger, 
less  prominent  and  more  yellowish,  and  their  edges  are  less  dis- 
tinctly defined  than  are  the  granules  of  follicular  catarrh.  Ci- 
catrices and  pannus  are  never  found  in  the  latter  disease  at 
any  stage,  while  their  occurrence  is  the  inevitable  consequence 
of  the  former. 

In  but  few  cases  may  the  diagnosis  be  in  doubt,  still,  for 
instance,  follicular  catarrh  may  be  accompanied  by  considera- 
ble inflammation  of  the  membrane  and  simulate  acute  trachoma* 
however,  the  progress  of  the  affection  will  soon  reveal  its  true 
nature.  Again,  both  diseases  may  exist  together  in  the  same 
eye,  then  the  condition  should  be  called  by  the  name  of  the 
more  grave  complaint  and  measures  taken  accordingly.3 
From  this  condition,  which  is  not  uncommon,  the  two  dis- 
eases have  been  almost  universally  confused  by  American  and 
English  writers  under  the  term  of  granular  lids,  the  authors 
asserting  that  follicular  catarrh  is  but  a  mild  form  of  trachoma, 
although  in  recent  text-books  there  seems  to  be  some  disposi- 
tion to  keep  them  apart.6 

A  recent  writer  upon  the  subject  of  trachoma,  states:  "By 
many  its  recognition  is  considered  so  easy  that  the  flippant 
diagnosis  of  granular  lids  is  made  to  cover  errors  of  refrac- 
tion,   intra-ocular   troubles,    simple,  catarrhal  and  purulent 

■■Fuchs,  Augenheilkunde,  p.  89. 

'■Noycs,  Diseases  of  the  Eye,  p.  317.    Nettleship,  et  al. 
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conjunctivitis,  corneal  ulcerations,  inflammation  of  the  iris, 
and  in  fact  it  is  confounded  with  almost  every  trouble  to  which 
the  eye  is  subject ;  standing  as  a  scape-goat  in  eye  troubles, 
as  a  convenient  appellation  of  malaria  does  in  general  dis- 
eases." 7  From  experience  I  am  forced  to  agree  with  the 
writer. 

Other  diseased  conditions  may  be  mistaken  for  trachoma, 
but  they  are  fortunately  rare,  and  they  are  even  more  danger- 
ous for  the  safety  of  sight.  One  of  these  is  lupus,  and  an- 
other is  tuberculosis  of  the  conjunctiva.  In  both  instances 
the  formation  of  symblepharon  occurs  and  in  the  latter  tu- 
bercles may  be  found  as  good-sized  elevations  upon  and  in  the 
conjunctiva.  The  constitutional  symptoms  and  microscopic 
examination  will  further  the  diagnosis. 

'Barton  Pitts,  M.D.,  "Trachoma,"  Amer.  Journ.  Ophth.,  April,  1890. 
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THE  EYE. 


Some  Mistakes  Common  to  Such  Writers  as  Loring,  Mauthner,  Schmidt-Rimpler 

or  Clayborne. 


BY   DAVID  W.  STEVENSON,  M.D., 
House  Surgeon  Illinois  Charitable  Eye  and  Ear  Infirmary. 

Loring,  who  has  probably  written  the  best  work  in  English 
on  the  Ophthalmoscope,  gives  a  chapter  (p.  184)  to  the  above 
subject.  In  order  to  save  the  reader  looking  up,  I  will  number 
some  of  his  quotations  which  we  consider  untenable.  Refer- 
ring to  Mauthner's  delicate  test  with  the  corneal  reflex  he 
states: — 

1.  "The  visual  line  of  the  observer  will  pass  through  the 
centre  of  the  reflex  and  also  through  the  centre  of  motion  of 
the  observed  eye.  These  two  points  will,  therefore,  act  as 
fixed  points,  and  ahvays  lie  in  the  visual  line  of  the  observer." 

2.  "If  the  reflex  covers  the  opacity,  notwithstanding  the  vari- 
ous movements  of  the  eye,  then  the  opacity  must  lie  at  the 
very  centre  of  the  eye." 

3.  Allowing  the  above  to  be  true,  Mauthner  decides  the 
relative  position  of  opacities  on  the  axial  line  in  retinits  pig- 
mentosa, and  Loring  suspects  the  relative  position  of  the 
minute  spot  in  high  myopia. 

4.  J.  Herbert  Clairborne,  in  his  neat  and  excellent  little  work 
on  the  ophthalmoscope,  makes  the  ridiculous  statement  (hardly 
excusable  in  this  age'of  exact  ophthalmoscopy)  on  page  33: 
"Whenever  the  ball  moves,  the  lens  moves  with  it,  and  any 
point  situated  on  the  posterior  surface  of  the  lens  moves  with 
a  corresponding  point  situated  on  posterior  surface  of  the 
ball — vice  versa  anterior." 
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Most  observers  in  thus  using  the  opthalmoscope,  standing 
2  feet  off,  move  their  own  heads,  instead  of  having  the  patients 
move  their  eyes  (which  they  would  do  in  an  irregular  jerking 
fashion).  It  must,  therefore,  be  plain  when  the  patient  keeps 
his  eye  still,  that  the  center  of  rotation  has  little  or  nothing  to 
do  with  the  relative  movement  of  opacities.  To  illustrate, 
place  3  or  more  pins  in  a  small  board,  or  rather  stick  them  into 
a  paper  matchbox  so  that  their  heads  will  be  one-half  inch 
apart  and  all  in  a  line.  In  this  experiment  it  will  soon  be  seen 
that  it  does  not  signify  whether  the  box  is  moved  or  the  ob- 
server moves  as  far  as  the  relative  movement  of  the  pins  is 
concerned.  If  the  furthest  pin  is  looked  at  (that  is  its  image 
is  fixed  on  the  fovea),  the  other  pins  will  appear  to  move  in 
concert  in  one  direction.  The  nearest  pin  appearing  to  travel 
the  fastest,  their  relative  rate  of  movement  will  be  as  the  images 
move  across  the  retina. 

If  the  middle  pin  is  fixed  on,  the  farther  pin  or  pins  will  appear 
to  move  with  the  observer,  while  the  nearer  will  move  against 
him.  The  one  the  eye  fixes  on  will  not  appear  to  move  at  all.  It 
will  thus  be  seen  that  all  the  movements  are  only  apparent  and 
relative.  To  better  illustrate  this  in  regard  to  the  eye,  let  the 
ordinary  objective  convex  lens  (say  3-inch  focus)  be  fixed  on 
the  box  before  the  pins.  The  nearer  the  pins  are  to  the  focus 
the  more  enlarged  they  appear,  but  the  same  law  will  be  seen 
to  hold  good,  except  if  one  of  the  pins  is  placed  beyond  the 
focus;  it  would  then  act  as  if  myopic.  This  pin  would  then 
form  an  inverted  image  in  front  of  the  lens.  It  would  thus  act 
in  relation  to  its  movements  as  if  it  was  the  nearest  pin.  A 
still  greater  myopic  would  act  as  if  a  little  further  from  the  ob- 
server. Now,  as  to  the  eye,  I  believe  most  observers  fix  on 
the  inner  edge  of  the  iris.  Therefore  this  becomes  the  point 
of  fixation.  Of  course  the  observer  can  fix  on  a  leucoma,  or 
on  anterior  or  posterior  cataract,  but  probably  he  can't  tell 
where  the  posterior  cataract  is  situated.  If  he  fix  on  a  retinal 
vessel  he  ought  to  know  the  refraction.  I  may  state  that  the 
centre  of  rotation  is  never  fixed  on,  because  there  is  nothing 
to  fix  and  even  if  there  was,  there  would  be  no  way  of  knowing 
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it  except  by  having  some  form  of  fixed  ophthalmoscope.  The 
patient's  head  would  have  to  be  immovable  and  the  line  of 
sight  controlled  by  cross-wires  as  in  a  theodolite  or  Javal's 
ophthalmometer.  In  this  way  it  might  be  possible  to  fix  the 
centre  of  rotation  when  the  patient's  head  is  perfectly  immov- 
able.   But  this  would  be  of  no  practical  value. 

Now,  as  to  the  corneal  reflex  which  we  believe  if  its  relative 
movements  are  understood  will  be  of  practical  scientific  value. 
It  will  be  a  surprise  to  those  who  have  not  noticed  it,  what  a 
small  and  distinct  image  is  formed  by  the  anterior  convex  sur- 
face of  the  cornea  acting  as  a  mirror.  It  appears  to  be  near 
the  plane  of  the  iris,  it  being  virtual  and  erect.  The  formation 
of  the  corneal  image  is  as  shown  in  Fig.  22.  As  will  be  seen  in 


Fig.  22. 


Ganot's  Physics,  with  parallel  rays  the  principal  focus  is 
approximately  at  the  centre  of  the  radius  of  curvature.  I  al- 
so quote  from  Ganot  (p.  494)  two  of  the  simple  laws  in  re- 
gard to  mirrors,  (a)  The  angle  of  reflection  is  equal  to  the 
angle  of  incidence,  (b)  The  incident  and  reflected  ray  are 
both  in  the  same  plane,  which  is  perpendicular  to  the  reflecting 
surface. 

Suppose  an  observer  with  a  small,  plane  mirror  with  a  per- 
foration (the  ordinary  ophthalmoscope  mirror  will  give  as  good 
results)  reflecting  parallel  rays  of  light  as  those  from  the  sun 
into  the  eye.  From  the  above  laws  the  observer's  eye,  the 
small  image  and  the  centre  of  cumature  of  the  anterior  corneal 
curve  are  all  in  the  same  line,  because  they  are  all  in  the 
normal  to  the  tangent  plane  of  the  cornea.     To  this  it  may  be 
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objected  that  the  cornea  is  not  a  sphere  (Landolt,  p.  117). 
But  for  all  practical  purposes  it  may  be  considered  so.  As  an 
axiom  we  may  state  that  the  centre  of  rotation  for  the  corneal 
reflex  is  the  centre  of  the  anterior  corneal  curve.  The  radius  of 
the  front  surface  is  7.7  mm.  (Noyes,  p.  2).  This  point  lies 
just  posterior  to  the  lens,  less  than  l/2  mm.  from  it.  (Landolt). 
Therefore,  a  very  slight  deposit  on  the  axis  of  the  posterior 
capsule  would  always  act  as  centre  of  rotation  for  corneal  reflex 
or  image.  An  opacity  anterior  to  this  would  move  against 
the  reflex  or  observer,  while  of  posterior  just  opposite  or  with 
the  observer.  Loring  states  (this  is  the  fourth  error  on  page 
187): 

5.  "The  delicacy  of  this  test  in  regard  to  the  lens  depends 
on  the  fact  that  the  centre  of  motion  is  not  really  in  the  centre 
of  the  visual  axis, but,  according  to  Donders,  1.77  mm.  behind." 

I  asked  one  of  the  best  opthalmologists  of  Chicago  the 
reason.  He  claimed  that  a  posterior  cataract  would  make 
more  movement  in  the  same  direction  than  an  opacity  in  the 
vitreous  and  that  the  centre  of  rotation  being  further  back 
made  it  more  apparent.  It  seems  to  me  it  would  have  just  the 
opposite  effect.  If  two  objects  are  a  certain  distance  apart  the 
nearer  they  are  the  centre  of  rotation,  their  relative  position 
can  be  more  easily  told.  His  idea  being  the  same  as  Loring's 
in  regard  to  the  corneal  reflex,  his  statement  that  he  could 
diagnose  between  opacities  in  the  vitreous  and  lens  by  a 
swifter  movement  in  the  lens  I  must  sincerely  doubt.  The 
delicacy  of  this  method  really  depends  on  the  fact  that  the 
centre  of  the  corneal  curve  is  so  very  near  the  posterior  cap- 
sule. If  this  method  was  to  receive  a  name  it  would  be  well  to 
give  it  the  name  Keratoscopy  so  unfortunately  given  by  Cuig- 
net  to  the  shadow  (light)  test  or  retinoscopy.  It  may  be  said 
that  by  the  direct  method,  the  refractive  difference  would  give 
the  differential  diagnosis  between  the  lens  and  the  vitreous 
opacities.  But  I  never  heard  of  one  who  claimed  he  could  de- 
cide. We  believe  this  method  of  the  corneal  reflex  contains  a 
great  truth. 


A     CASE     OF     MALIGNANT     FIBROID    OF  THE 

ORBIT. 


JOHN  DUNN,  M.U.,  RICHMOND,  VA. 

The  patient,  a  full-blooded  negro,  set.  19  years,  came  Nov. 
6,  1890,  to  the  clinic  of  the  Richmond  Eye,  Ear  and  Throat 
Infirmary.  He  had  a  growth  protruding  from  between  the  lids 
of  his  left  eye.  This  growth  had  made  its  appearance  about 
nine  months  before,  the  patient  being  then  18  1  ,,  years  of  age. 
The  negro  said  that  in  July,  1 890,  the  growth  had  been  par- 
tially removed,  not  entirely,  for  he  had  been  told  that  a  small 
piece  of  it  still  remained.  Since  July  the  tumor  had  grown  so 
rapidly  that  the  day  the  negro  came  to  the  clinic  it  completely 
filled  the  interpalpebral  space,  and  the  eyeball  could  be  seen 
only  by  raising  the  upper  lid.  Examination  of  the  tumor 
showed  that  it  consisted  of  two  parts,  an  encapsulated  central 
part  and  its  prolongations  along  the  conjunctiva  and  subcon- 
junctival tissue  of  the  lower  cul-de-sac.  The  encapsulated 
portion  was  about  the  size  of  a  hickory  nut,  and  opening  from 
the  orbit  below  the  eyeball,  which  it  pressed  upward  and 
backward,  and  the  movements  of  which  it  greatly  hindered. 
The  lower  half  of  this  central  part  protruded  from  between 
the  lids  and  pressed  so  firmly  against  the  inner  canthus  that 
the  caruncle  could  not  be  seen.  The  prolongations  from  the 
surface  of  the  main  body  of  the  growth  had  completely  filled 
the  lower  cul-de-sac  of  the  conjunctiva  to  within  a  few  mm.  of 
the  outer  canthus.  The  channel  of  growth  for  the  tumor  had 
plainly  been  the  conjunctiva  and  subconjunctival  tissue  of  the 
lower  cul-de-sac;  for  though  these  were  so  infiltrated  and 
thickened  that  they  protruded  from  between  the  lids,  neither 
the  cutaneous  surface  of  the  lid,  nor  the  conjunctiva,  for  a  dis- 
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tance  of  4  or  5  mm.  from  the  margin  of  the  lid,  showed  any 
sign  of  tumor  infiltration.  The  eyeball  was  perfectly  healthy; 
so  was  the  upper  half  of  the  ocular  conjunctiva  and  the  con- 
junctiva below  immediately  adjacent  to  the  cornea.  Centrally 
below,  however,  were  seen  running  from  the  tumor  to  the  edge 
of  the  cornea  perhaps  half  a  dozen  small  blood-vessels;  these 
were  all  within  a  space  of  6  mm.  breadth.  The  surface  of  the 
tumor  was  red,  rough,  and,  in  places,  warty,  and  was  covered 
with  a  copious,  dirty,  purulent  secretion.  The  tumor,  though 
not  painful  in  itself,  was  very  sensitive  to  the  least  pressure, 
even  when  made  through  the  lids. 

Under  cocaine,  a  small  portion  of  the  tumor  was  removed 
for  microscopic  examination,  and  patient  was  told  to  return  in 
two  days.    The  microscopic  examination  was  unsatisfactory. 

On  November  8,  the  patient  returned.  The  growth  was 
perceptibly  larger  than  it  was  two  days  before.  The  band  of 
conjunctiva  in  which,  November  6,  were  seen  the  small  blood- 
vessels that  extended  from  the  growth  to  the  corneal  margin, 
was  now  a  band  of  tissue,  corresponding  exactly  in  appear- 
ance with  the  main  tumor  surface.  This  band  reached  to  the 
edge  of  the  cornea,  and  there  seemed  to  bend  on  itself.  The 
eyeball  was,  except  for  the  attachment  of  this  band  to  it,  per- 
fectly healthy,  and  the  question  arose  whether  or  not  it  should  • 
be  sacrificed  in  the  attempt  to  remove  the  tumor.  The  rapid 
growth  of  the  tumor  made  it  a  matter  of  first  importance  that 
it  should  be  removed,  if  possible,  in  its  extremest  prolonga- 
tions. To  do  this  it  would  be  necessary  to  remove  the  whole 
of  the  lower  half  of  the  ocular  conjunctiva,  the  whole  of  the 
conjunctiva  of  the  lower  cul-de-sac  and  of  the  lower  lid  and  of 
the  orbital  tissue,  an  amount  to  be  determined  only  by  re- 
moval of  the  tumor.  Although  it  seemed  highly  probable 
that  no  part  of  the  tumor  had  attacked  the  periosteum  of  the 
orbit,  this  could  not,  on  account  of  the  size  and  immovability 
of  the  outer  half,  the  non-capsulated  part  of  the  tumor,  be  cer- 
tainly determined.  Thus  a  large  part  of  the  covering  of  the 
eye  would  have  to  be  taken  away,  and  it  was  thought  best  to 
remove  the  eye  with  the  tumor.    An  external  canthotomy  was 
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done;  then  the  conjunctiva  of  the  upper  half  of  the  ball  was 
cut  as  in  an  enucleation,  and  then  the  tendons  of  all  the  mus- 
cles except  the  inferior  rectus  were  cut.  The  nerve  was  next 
severed,  and  then  the  eye  and  the  tumor  were  turned  out  of 
the  orbit  from  above,  after  which  no  trouble  was  had  in  re- 
moving the  growth  in  what  seemed  its  entirety.  The  main 
body  of  the  tumor  had  the  following  measurements:  From 
above  downward,  32  mm.,  length,  25  mm.,  from  before  back- 
ward, 15  mm.  The  lower  two-thirds  of  this  part  were  en- 
closed in  a  thick  connective  tissue  capsule,  and  thus  separated 
from  the  surrounding  tissues.  The  outer  part  of  tumor  which 
sprung  from  the  main  body  had  no  definite  capsule,  but  had 
grown  along  the  inferior  cul-de-sac,  growing  forward  and  out- 
ward, and  showing  no  tendency  to  spread  into  the  deeper  tis- 
sues of  the  orbit.  The  tumor  was  found  to  be  nowhere  ad- 
herent to  the  eyeball,  save  by  the  band  extending  to  the  cor- 
neal margin.  This  band,  however,  proved  to  be  thicker  than 
it  had  appeared  to  be.  The  negro,  who  was  a  sailor,  came  to 
the  clinic  to  have  his  eye  dressed  only  for  four  days,  after 
which  time  he  joined  his  vessel,  and  I  have  been  unable  to 
learn  whether  or  not  there  has  been  any  return  of  the  growth. 

The  tumor  presented  several  interesting  points.  In  the  first 
place,  what  was  its  true  nature?  I  have  ventured  to  call  it  a 
malignant  fibroid,  because  though  I  made  many  sections,  some 
of  which  were  prepared  with  the  single,  others  with  the  double 
staining  method,  I  was  unable  to  find  anything  that  would  al- 
low me  to  name  it  otherwise.  Some  of  the  sections  proved  in 
part  to  consist  entirely  of  bands  of  fibrous  tissue  and  of  indi- 
vidual fibrillar,  with  no  cells.  Other  sections  showed  a  fibrous 
tissue  basis  infiltrated  with  great  quantities  of  very  small 
round  cells,  such  as  are  seen  adjacent  to  the  epithelial  pro- 
longations in  cancer. 

Parts  of  other  sections  consisted  of  small  round  cells,  though 
these  were  much  larger  than  those  mentioned  above.  Nowhere 
could  I  find  definite  spindle  cells,  nor  epithelial  nests,  nor  could 
I  make  out  anything  that  could  be  taken  for  epithelial  pro- 
longations.     Possibly  we    have  to   do  with  a  fibro-sarcoma, 
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since  part  of  the  growth  showed  quantities  of  cells  which  had 
definite  outlines,  and  which  were  numerous  in  proportion  to 
the  lack  of  the  fibrous  tissue  basis.  It  is  highly  probable  that 
the  tumor  was  originally  purely  fibrous  in  character;  the  micro- 
scopic examination  points  to  this,  and  also  the  fact  that  the 
main  body  of  the  tumor,  though  springing  from  the  orbit,  was 
completely  isolated  by  a  dense  connective  tissue  capsule  from 
the  surrounding  tissues.  If  a  sarcoma,  the  age  of  the  patient, 
18V2  years,  is  to  be  noted.  The  willingness  of  the  tumor  to 
grow  along  the  inferior  cul-de-sac,  where  the  sub-conjunctival 
connective  tissue  has  a  certain  degree  of  looseness,  and  its 
slowness  in  attacking  the  conjunctiva  where  it  is  bound  down 
more  cjosely,  as  at  the  cornea  and  the  margin  of  the  lids, 
seem  to  point  to  the  sub-conjunctival  connective  tissue,  rather 
than  to  the  conjunctiva  itself,  as  its  channels  of  growth. 

If,  as  is  highly  probable,  the  tumor  was  a  fibroid  of  the  or- 
bit, it  shows  what  may  be  expected  where  after  operation  for 
the  removal  of  such  tumors,  a  part  of  growth  has  been  left  be- 
•hind. 
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SUCCESSFUL  TREATMENT   OF   TWO    CASES  OF 
BUPHTHALMUS. 

BY  DR.  STOLTING,  OF  HANOVER. 


Translated  by  Casey  A  Wood,  M.D.,  of  Chicago. 

What  might  generally  be  meant  by  the  above  title  is,  that 
as  a  result  of  treatment,  some  degree  of  visual  acuity  finally 
remained,  but  I  wish  it  to  be  understood  that  in  the  two  cases 
whose  histories  are  here  presented  the  result  was,  so  far  as 
could  be  determined  in  the  case  of  children  of  tender  years,  a 
complete  and  permanent  cure  with  the  retention  of  very  good 
vision.  In  the  very  nature  of  things,  when  the  enlargement  of 
the  eye  has  reached  a  certain  degree,  it  can  never  return  to  its 
normal  size.  We  must,  then,  be  content  with  bringing  about 
a  diminution  of  the  corneal  diameter,  and  with  it  a  permanent 
reduction  of  the  intra-ocular  tension. 

The  first  of  these  patients,  Max  B.,  aet.  7  months,  came  un- 
der my  care  on  December  6,  1888.  The  peculiar  redness  and 
the  lack-lustre  appearance  of  the  left  eye  had  attracted  the 
attention  of  the  family  physician.  The  well  known  picture  of 
the  smoky  cornea  and  the  pericorneal  injection  led  me  to  try 
the  ocular  tension,  especially  since  an  enlargement  of  the  eye 
in  this  case  made  me  all  the  more  suspicious  that  a  glaucom- 
atous process  was  at  the  bottom  of  the  trouble.  There  was  in- 
creased tension.  There  was  at  this  time  nothing  abnormal  to 
be  made  out  on  the  right  side,  except  a  slightly  increased  cor- 
neal enlargement.    The  family  history  of  the  little  patient  fur- 


404 


Translation. 


nished  nothing  of  importance;  both  parents  and  an  elder  sister 
had  perfectly  healthy  eyes.  More  distant  relatives  had  had 
no  ocular  affection  which  could  in  any  way  be  connected  with 
the  case  under  discussion.  To  please  the  parents  I  tried  the 
usual  medical  treatment  for  ten  days.  Then  I  did  a  sclerot- 
omy, first  on  the  left  and  afterward  on  the  right  side.  The 
wound  in  the  left  eye  healed  without  incident,  but  prolapse  of 
the  iris  occurred  on  the  right  side  in  the  nasal  portion  (coun- 
ter puncture)  of  the  sclerotomy  wound.  This  prolapse  did 
not  take  place  at  the  time  of  the  operation,  but  came  on  three 
days  later,  its  first  indication  being  a  pear  shaped  distortion  of 
the  pupil.  It  gradually  increased  in  size  during  the  first  few 
weeks,  but  has  now  ceased  to  grow,  remaining  about  as  large 
as  half  a  small  lentil. 

I  was  for  the  first  fortnight  in  doubt  as  to  the  result  of  the 
operation,  as  during  that  time  the  tension  fluctuated  and  was 
mostly  increased.  Henceforth  it  became  normal  and  had  so 
remained  until  date — a  period  of  1 8  months. 

The  second  case,  Alfred  K.,  was  less  promising.  The  child 
was  two  years  old,  and  the  disease,  of  long  standing,  had 
brought  about  a  very  decided  enlargement  of  the  eye.  The 
tension  of  both  globes  was  considerably  increased  when  I  first 
saw  him.  The  cornea  was  smoky;  the  child  was  very  restless, 
and  seemed  to  be  mentally  deficient.  An  upward  sclerotomy 
was  immediately  done  on  both  eyes,  the  left  February  16,  and 
the  right,  February  20,  1889.  Tension  was  at  first  greatly  de- 
creased, but  soon  rose  so  high  that  the  smokiness  of  the  cor- 
nea re-appeared,  and  I  felt  obliged  to  repeat  the  operation  on 
both  eyes,  March  6,  and  19,  respectively.  I  might  mention, 
en  passant,  that  I  noticed  during  the  progress  of  this  case 
something  which,  it  appears  to  me,  has  an  important  bearing 
upon  the  theory  of  the  therapeutic  action  of  sclerotomy.  The 
higher  the  tension  rose  after  the  first  operation  the  more  the 
pupil  (it  was  best  seen  on  the  right  side)  presented  a  bicornu- 
ate  distortion  toward  the  two  scars.  The  periphery  of  the 
iris  was  in  this  manner  gradually  drawn  away,  and  this  not 
while  the  anterior  chamber  was  wanting  but  after  it  had  been 
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completely  restored  to  its  normal  depth.  The  phenomenon 
can  be  explained  in  only  one  way.  There  must  have  been  an 
escape  of  fluid  through  the  recent  cicatrices.  This  is  rendered 
all  the  more  probable  by  the  fact  that  after  the  second  opera- 
tion and  the  decrease  of  tension,  this  distortion  of  the  pupil 
disappeared  and  did  not  return. 

The  final  result  was,  as  above  indicated,  in  every  way  satis- 
factory. 

The  decrease  in  the  size  of  the  cornea  seemed  to  me  a  most 
remarkable  occurrence,  and  is,  moreover,  mentioned  by  almost 
all  observers. 

While  in  case  I,  with  the  exception  of  the  prolapsed  iris  in 
the  right  eye,  there  was  nothing  remarkable  to  be  seen,  and 
although  the  left  eye  (apart  from  the  very  moderate  corneal 
enlargement — 12  mm.)  would  be  pronounced  a  normal  one  by 
every  oculist,  with  the  second  case  it  is  different.  The  ocular 
changes  in  this  case  are  still  such  as  to  indicate  the  ravages  ot 
the  disease.  The  corneal  diameter  measures  14  mm.,  and 
some  fine  opacities,  which  might  be  likened  to  the  remains  of 
a  well-healed  interstitial  keratitis,  can  be  made  out  in  it  by  fo- 
cal illumination.  Both  children  readily  find  needles  thrown 
upon  the  floor,  and  the  parents  repeatedly  state  that  their  vis- 
ion is  perfectly  good.  Excavations  of  the  disk  have  not 
formed  in  either  case.  There  has  since  been  no  increased 
tension,  nor  has  there  been  any  return  of  the  corneal  cloudi- 
ness. 

To  the  unusually  careful  nursing  which  both  patients  re- 
ceived after  the  operation  I  partly  attribute  this  happy  result. 
For  months  the  children  were  kept  by  their  attentive  parents 
in  a  moderately  darkened  room,  and  the  application  of  moist 
heat  and  the  use  of  myotics  were  faithfully  carried  out. 

Speaking  of  the  iris  prolapse  noticed  in  the  case  of  the  first 
child,  I  might  say  that  this  word  hardly  describes  the  condi- 
tion present.  It  is  really  a  mixture  of  prolapse  of  the  iris  and 
cystoid  cicatrix,  for  while  in  the  anterior  half  of  the  scar  the 
iris  is  involved,  there  is  no  area  in  the  posterior  portion  which 
is  covered  by  conjunctiva. 
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That  the  observations  made  in  the  case  just  described  ren- 
der it  certain  that  filtration  through  scar  tissue  is  what  occurs 
after  operations  upon  glaucomatous  eyes  seems  to  me  to  be 
beyond  cavil,  and  I  find  in  them  support  to  the  proposition 
which  I  advocated  in  vol.  33,  II,  2 10  of  these  archives.1 

If  sclerotomy  has  in  common  with  iridectomy  the  property 
of  making  filtration  possible  in  buphthalmos,  it  is  superior  to 
the  latter  for  another  reason.  Mauthner  mentions  this.  He 
states  that  iridectomy  in  buphthalmos  has  its  disadvantages. 
In  the  first  place  the  vitreous  may  easily  escape  through  the 
stretched  and  pervious  zonula  of  Zinn.  If  the  operator  makes 
an  incision  of  the  ordinary  length  (6-7  mm.)  he  cannot  remove 
a  sufficiently  large  piece;  if  he  makes  a  larger,  longer  one,  he 
increases  still  more  the  danger  from  loss  of  vitreous.  I  might 
add  another  valid  objection  to  iridectomy.  The  iris  as  a  com- 
plete diaphragm  acts  the  part  of  a  defence  for  the  lens  during 
the  changes  incident  to  accommodation;  it  guards  in  buphthal- 
mic  eyes  against  trembling  (Schlottern)  of  the  lens,  which  it 
lessens  when  it  cannot  be  altogether  prevented.  We  surren- 
der most  of  this  advantage  when  we  cut  through  the  sphincter 
iridis.  There  can  be  no  doubt  but  that  a  mobile  lens  is  a 
cause  of  irritation  of  the  choroid.  One  must  not  forget,  too, 
another  advantage  of  sclerotomy;  it  can  not  easily  fail  as  an 
operation,  and  under  all  circumstances  the  wound  heals  read- 
ily. It  is  just  here  that  a  very  important  point  in  the  cure  of 
buphthalmos  must  be  considered;  if  the  aqueous  is  allowed  to 
flow  away  too  rapidly,  dangerous  intra-ocular  bleeding  may 
occur.  For  this  operation  children,  as  Dufour  pointed  out, 
should  be  put  under  the  influence  of  an  anaesthetic."  When 
profoundly  asleep  puncture  and  counter-puncture  must  be 
made,  the  aqueous  allowed  to  flow  off  slowly  and  the  bandage 
applied  while  there  is  no  resistance  from  an  unquiet  patient. 
Finally,  especially  careful  nursing  must  be  provided  if  one 
wishes  to  guard  against  accidents. 

'Die  Lehre  vom  Glaucom,  S.  251. 

2Dufour.  Beitrage  zur  Ophthalmologic  als  Festgabe  f.  Fried.  Horner,  s.  113. 
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The  author  who  may  fairly  claim  to  have  been  the  first  to 
consider  buphthalmos  as  glaucoma  is  Mauthner.:i  This  doc- 
trine has  become  better  known  through  Muralt's  work  in 
Horner's  clinic*  While  we  recognize  the  great  value  of  the 
work  done  by  both  these  authors,  we  must  add  that  Dufour 
removed  the  last  doubt  as  to  the  true  nature  of  the  disease — 
that  we  have  to  deal  with  a  genuine  primary  glaucoma,  differ- 
ing in  no  respect  from  the  same  disease  in  adults,  except,  pos- 
sibly, in  the  elasticity  of  the  ocular  coats  due  to  age. 

We  shall  the  sooner  appreciate  the  difference  between  the 
two  positions  taken  as  to  the  character  of  the  disease  by  quo- 
tations from  the  various  authorities.  Von  Muralt  writes  (p. 
52):  "The  origin  of  cornea  globosa  (ppaca)  cannot  be  deter- 
mined although  it  appears  to  me  that  the  corneal  opacity  (Mu- 
ralt distinguishes  cornea  globosa  semper  pellucida  from  cornea 
globosa  opaca)  points  to  an  intra-uterine  affection  of  the  cor- 
nea, in  consequence  of  which  the  corneal  tissue  (without  hav- 
ing necessarily  suffered  in  its  entirety)  no  longer  possessed 
the  normal  resistance.  On  the  other  hand  I  am  inclined  to 
regard  keratoglobus,  with  its  invariably  transparent  cornea, 
as  a  malformation,  i.  e.,  the  thin,  undeveloped  cornea  has  al- 
lowed of  stretching,  even  when  the  intra-ocular  tension  had 
not  been  raised."  P.  53:  "The  question  to  be  settled  is 
this:  Is  the  primary  process  an  increased  intraocular  pressure, 
giving  rise  to  stretching  of  the  cornea  and  all  the  other  symp- 
toms, or  is  the  cornea  globosa  the  initial  lesion  and  the  cause 
(through  stretching  of  its  own  nerve  supply)  of  the  increase  of 
tension  with  the  other  symptoms  of  secondary  glaucoma,  such 
as  one  sees  so  distinctly  in  the  advanced  stages  of  hydroph- 
thalmos?  In  this  connection  it  may  be  affirmed  that  although 
increased  intra-ocular  pressure  may  be  able  to  impart  a  glob- 
ular shape  to  the  cornea,  and  although  the  other  parts  of  the 
eye  may  subsequently  participate  in  this  stretching,  yet,  on 
the  other  hand,  our  previous  researches  make  it  more  probable 

:iLoc.  cit.,  p.  47. 

4Ueber  Hydrophthalmos  congen.  von  Muralt.    Inaug.    Diss.  Zurich,  1869 
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that  the  extreme  hardness  of  the  bulb,  the  excavation  of  the 
disk,  etc.,  are  of  secondary  origin,  and  that  the  first  cause  is  a 
congenitally  abnormal  cornea." 

Dufour,  speaking  of  this  plain  statement  that  hydrophthal- 
mos  is  of  the  nature  of  secondary  glaucoma,  remarks  that 
there  are  but  two  considerations  that  could  prevent  us  from 
regarding  it  as  a  primary  affection:  first,  the  imperfect  clos- 
ure of  the  filtration  angle,  and  secondly,  the  deep  anterior 
chamber.  The  first  objection  fails  because  we  possess,  as  yet, 
no  description  of  the  pathological  changes  in  hydrophthalmos, 
and  the  second  may  be  met  by  reference  to  certain  simple 
physical  laws. 

"Je  crois  que  V affaiblissement  de  la  Zonula  de  Zinn,  qui  r'e- 
sidte  de  la  dilatation  de  V ouverture  sclerale,  les  lacunes  peut-etre 
de  la  zonula  permettent  aux  pressions  de  s ' equilibrer  absolument 
de  fagon  a  laisser  a  I'iris  sa  position  normal."5 

One  would  scarcely  deny  the  assertion  that  the  first  objec- 
tion to  the  idea  of  a  primary  glaucoma,  viz.,  imperfect  closure 
of  the  filtration  angle,  carries  but  little  weight.  Descriptions 
of  pathological  changes,  the  absence  of  which  Dufour  notes, 
are  sufficiently  sure,  even  at  this  date.  These,  in  view  of  their 
etiological  interest,  we  shall  now  consider. 

First  of  all  is  RaabV  report,  in  1876,  of  a  case  of  buphthal- 
mos  with  fairly  good  visual  acuity;  the  child  recognized  a  can- 
dle-flame at  15  feet.  The  results  of  the  histological  examina- 
tion in  this  instance  are  all  the  more  important  because  in  our 
time  we  would  not  be  at  all  likely  to  have  such  an  eye  for  ex- 
amination, since  we  would  not  consider  it  incurable  and  doom 
it  to  enucleation. 

Without  going  too  deeply  into  the  details  of  Raab's  report, 
I  shall  quote  the  conclusions  he  arrived  at:  "The  pathological 
processes  which  bring  about  the  secondary  alterations  present 

5[  "I  believe  that  the  weakening  of  the  zonula  of  Zinn  that  results  from  a  stretch- 
ing of  the  scleral  coat-openings  it  may  be  in  the  zonula — allow  of  such  a  perfect 
distribution  of  the  (intra-ocular)  pressure  that  the  iris  retains  its  normal  position."] 

''Beitrage  zur  pathologischen  Anatomie  des  Auges.  Zehender's  Monatsbl.,  1876, 
p.  22. 
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have  their  chief  seat,  as  well  as  their  point  of  distribution,  in 
the  peripheral  portion  ol  the  iris,  and  in  those  parts  of  the  cil- 
iary body  lying  next  the  limbus. 

Here  we  find  the  traces  of  an  inflammatory  process,  partly 
complete,  partly  active,  which  has  affected  the  structures  at 
the  junction  of  cornea  and  sclera. 

The  well-known  susceptibility  of  the  ciliary  body  to  inflam- 
matory irritants  (unlike  the  cornea  and  sclera),  as  well  as  the 
pathological  alterations  found  in  the  first  convince  me  that  the 
primary  seat  of  the  inflammation  is  not  in  the  corneal  tissue, 
but  in  the  uveal  tract,  and  especially  the  extremely  vascular 
corpus  ciliare." 

Schiess  furnishes  us  with  additional  facts  with  which  to  ar- 
rive at  a  conclusion  about  this  disputed  question.7  Since  the 
patient,  whose  eye  had  been  removed,  was  27  years  old,  one 
may  readily  conclude  from  the  examination  where  the  origin- 
al disease  arose.  It  may,  however  be  noted  that  the  spaces  of 
Fontana  were  obliterated  by  a  tongue-like  proliferation  from 
the  iris,  and  that  the  choroid  appeared  pretty  generally  atro- 
phied. Of  two  other  observations  by  the  same  author/  the 
first  closely  resembled  the  foregoing.  The  patient  was  25 
years  old,  and  had  been  blind  for  nine  years.  In  her  case 
Horner  had  diagnosed  hydrophthalmos  from  cyclitis  three 
years  before  the  enucleation.  The  second,  a  girl,  set.  yl/-2  years, 
had  had  an  iridectomy  performed  (1862)  for  the  ectasia.  No 
benefit  followed.  Some  weeks  after  an  attempt  was  made  to 
remove  "the  very  hazy  lens."  During  the  operation  the  globe 
collapsed  to  one-half  its  former  size,  and  although  it  filled  out 
again  shrinking  finally  set  in.  After  excision  the  vitreous  was 
found  to  be  entirely  fluid,  together  with  the  formation  of 
thick  bands  of  connective  tissue  in  the  ciliary  body.  It  is 
chiefly  this  latter  condition  which  the  author  is  inclined  to 
connect  with  hydrophthalmos. 

'Schiess.  Vier  Fiille  von  angeborenen  Anomalien  (leg  Auges.  Arch.  f. 
Ophih.,    Bd.  xxx,  3,  p.  191. 

"Schiess,  Arch.  f.  Ophth.,    Bd.  ix,  3,  p.  171. 
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After  a  very  careful  examination  of  a  case  of  congenital  hy- 
drophthalmos  in  a  child  aet.  13  years,  Grahamer1  believes  the 
primary  process  to  be  a  uveitis — a  cyclitis  serosa.  He  regards 
the  other  changes  as  results  of  this,  "that  the  narrowing  of  the 
lumen  of  Leber's  venous  plexus  and  the  distortion  of  the 
spaces  of  Fontana  produced  by  the  stretching  of  the  anterior 
scleral  segment  and  cornea  must  be  considered  as  a  result  of 
the  increased  tension.  This  is  all  the  more  intelligible  since 
every  reduction  of  the  transverse  section  [of  the  veins]  must 
necessarily  be  accompanied  by  a  decrease  in  the  outflow  of  the 
intra-ocular  fluids."  The  author  further  notices  that  the  thin- 
ning of  the  ciliary  body  was  as  advanced  as  that  present  in  a 
high  degree  of  myopia.  I  have  myself  made  a  similar  obser- 
vation in  a  case  of  glioma  with  secondary  increase  of  tension 
and  ectasia  of  the  bulb.  The  atrophy  of  the  ciliary 
body  was  in  that  case  so  marked  that  it  appeared  to  be  absent. 
Manz,2  as  a  result  of  a  post-mortem  examination,  believes  con- 
genital hydrophthalmos  to  be  the  sequence  of  a  chronic  in- 
flammatory process  in  the  choroid  and  ciliary  body  which,  oc- 
curing  during  fcetal  life,  gives  rise  in  the  majority  of  instances 
to  watery  products. 

Ophthalmoscopic  examinations  indicate  the  presence  of  these 
choroidal  alterations.  'Brunnhuber  noticed  in  one  of  these 
cases  numerous  circumscribed  (large  and  small)  choroidal 
patches  situated  at  some  distance  from  the  papilla.  In  the 
second  eye,  besides  the  hydrophthalmic  condition  there  was 
irideremia — a  state  of  affairs  which  will  be  noticed  later.  JMel- 
linger  discovered  distinct  changes  in  the  choroid.  I  have  not 
been  able  to  find  any  such  fundus  affections  in  my  own  cases. 

■Grahamer,  Beitrage  zur  pathologischen  Anatomie  des  Hydrophthalmos  congen. 
Archiv.  f.  Oph.,  xxx,  3,  265. 

-Manz.  Anatomische  Beschreibung  eines  hydrophthalmos  congen.  Bericht  der 
Naturforscherversammlung  in  Freiburg.  ».  252. 

'Brunnhuber,  Khnische  Monatsblatter  f.  Augenheilkunde,  xv.  s.  104. 

4Mellinger.  Zwei  Falle  von  Hydrophthalmos  congen.  Klin.  Monatsblatter  f. 
Augenheilkunde,  xxv.,  345. 
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Of  those  observers  who  hold  the  same  opinion  from  a  clini- 
cal standpoint,  I  may  first  mention  Alexander.5  "Whether  con- 
genital hydrophthalmos,  or  buphthalmos — the  result  of  an  in- 
traocular choroiditis — be  the  outcome  of  syphilis  or  not,  cannot 
be  determined,  as  we  have  not -a  sufficient  number  of  observa- 
tions or  certain  evidence  to  show.  I  have  been  able  to  estab- 
lish a  history  of  syphilis  in  two  out  of  five  mothers  who  have 
borne  buphthalmic  children."  Pfliiger"  speaks  in  a  similar 
manner  in  his  extremely  interesting  paper  on  the  Glauser  fami- 
ly. ["The  mother  of  this  famous  family  had  a  bilateral  iridere- 
mia.  The  father  was  a  drunkard.  The  eldest  child — a  boy, 
set.  15  years — suffered  from  microphthalmos  and  congenital 
phthisis;  one  daughter,  aet.  12  years,  had  a  bilateral  irideremia; 
the  second  daughter,  set.  9  years,  was  normal  and  the  fourth 
child,  set.  6  years,  had  on  the  right  side  a  well-developed  and 
on  the  left  a  beginning  hydrophthalmos.  She  also  had  a  bi- 
lateral and  total  irideremia.  An  infant  (boy),  aet.  5  months, 
had  bilateral  and  total  irideremia"]. 

I  shall  not  consider  those  cases  which  are  not  purely  hydroph- 
thalmic  in  character,  but  pass  on  to  say  that  every  scientific 
observer  who  has  examined  the  disease  in  adults  regards 
buphthalmos  as  an  inflammatory  affection  of  the  uveal  tract 
and  especially  of  the  anterior  portions  of  the  choroid. 

Fairly  often  it  has  been  recorded  that  several  children  in  the 
same  family  suffer  from  this  disease.  Muralt  mentions  that 
Junken7  refers  to  a  Swedish  family  in  which  seven  sons  of  the 
same  father  and  mother  suffered  from  hydrophthalmos  although 
the  parents  and  two  sisters  were  absolutely  healthy.  Von 
Muralt  himself  records  several  such  examples  where  in  two 
instances  two,  and  in  two  other  cases  three  brothers  and  sisters 
suffered  from  this  disease.  Heredity  was  not  an  etiological 
factor  in  these  cases;  nor  were  the  parents  markedly  myopic. 
There  was  no  mention  made  of  a  family  history  of  glaucoma 

^Alexander.  Syphilis  unci  Auge.  194. 

'TfKiger's  Jahresbericht  (1882)  der  Univers.  Augenklinik  in  Bern. 
'Dessen  Handbucli,  p.  541. 
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but  no  doubt  it  would  have  been  mentioned  had  that  disease 
been  present. 

So  far  as  concerns  the  prognosis  we  may  expect  in  the  cases 
described  above  a  favorable  result.  Horner's  division  of  hy- 
drophthalmos  into  cornea  globosa,  kerato  globus  pellucidus,  and 
keratoglobus  turbidus,  the  first  alone  being  considered  that  in 
which  vision  may  be  preserved,  can  no  longer  be  maintained. 
The  fact  of  increased  tension  removes  one  case  from  the  first 
category  and  makes  it  one  with  the  second  and  third  so  far  as 
the  prognosis  is  concerned.  The  tension  in  that  instance  still 
remains  the  same  and  the  perfectly  clear  cornea  allows  the 
hope  that  the  eye  had  been  free  from  increasing  intra-ocular 
pressure  during  the  later  months  of  uterine  life  and  that  the 
disease  is  at  a  standstill  and  is  cured. 

Of  the  authors  who  express  themselves  unfavorably  about 
the  chances  of  successfully  treating  this  disease  I  shall  cite  only 
Derby*  and  E.  Meyer.  The  former  thinks  it  is  infrequent  as  it 
is  hopeless.  Meyer9  says  prognosis  is  very  unfavorable  "be- 
cause almost  complete  loss  of  vision  attends  the  progress  of 
the  disease,  which  has  shown  itself  to  be  unaffected  by  any 
treatment."  On  the  other  hand  Dufour10  was,  so  far  as  I  know, 
the  first  to  state  decidedly  and  definitely  that  if  taken  early 
enough  an  operation  (iridectomy)  would  yield  favorable  re- 
sults. "I  believe,"  said  he,  "that  especially  if  tried  upon  a  case 
of  hydrophthalmos  in  its  earliest  stage  it  will  be  followed  by 
excellent  results."  Mauthner11  expresses  himself  thus:  "Accord- 
ing to  my  opinion  the  operation  (sclerotomy)  should  be  made 
immediately  after  birth  or  at  the  beginning  of  the  development 
of  the  disease.  Waiting  till  the  child  grows  older  only  allows 
it  to  make  further  ravages;  the  bulb  increases  abnormally  in 
size  and  blindness  is  the  certain  result.    On  the  other  hand 

8Derby.Archiv.f.Augenheilkunde,  xiii,  I.  Drei  Falle  von  Iridectomie  bei  Hydroph- 
thalmos. 

9Handbuch  der  Augenheilkunde.  s.  115. 
10L.  o,  p.  121. 

"Lehre  vom  Glaucom.,  p.  252. 
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sclerotomy  in  the  first  stage  of  the  process  not  only  retards  it 
but  restores  the  eyeball  quite  or  almost  to  the  natural  status." 

The  first  favorable  result  of  iridectomy  is  recorded  by 
Muralt.12  Both  eyes  of  a  child  were  operated  upon  by  Horner; 
the  color  of  the  optic  nerve  improved;  the  tension  decreased; 
the  visual  acuity  was  raised  and  the  cornea  became  more  trans- 
parent. No  further  history  of  the  case  appeared.  After  a  con- 
siderable lapse  of  time,  1869-1882,  Dufour  followed  with  sev- 
eral good  results  of  iridectomy  performed  on  five  children.  In 
one  case,  a  boy,  aet.  7  years,  vision  rose  from  '/10  to  1/2  and  re- 
mained there  until,  when  16  years  of  age,  it  was  lost  from 
amotio  retinae.  In  the  second  case  (aet.  6  months)  the  eye  be- 
came visibly  smaller,  but  unfortunately  the  little  patient  died 
shortly  afterwards.  In  a  third  the  tension  became  normal  but 
the  cornea  did  not  clear  up. 

Mellinger's'1  second  case  also  seems  to  have  been  favorably 
influenced  by  iridectomy  although  the  prognosis  was  extremely 
unfavorable. 

As  opposed  to  these  positive  experiences  the  results  of 
operations  reported  by  Streatfield14  and  Pfliiger5  have  a  limited 
significance  since  they  merely  illustrate  the  great  difficulties 
attending  the  treatment  previously  referred  to.  Moreover, 
Prof.  Pfliiger  and  Dr.  Eissen  both  inform  me  that  the  treatment 
of  hydrophthalmos  in  the  klinik  at  Bern  is  more  successful 
than  formerly. 

1JL.  c,  p.  16. 

13Mellinger.  Klinische  Monatsblatter,  1887,  347. 

k 

'  "Lancet,  February,  1882.    Observations  on  Some  Congenital  diseases  of  the  Eye. 
13L.  c„  p.  43-  • 
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henry  powers,  f.r.c.s.,  president,   in  the  chair. 

Operations  for  Ptosis. 

Dr.  Berry  (Edinburgh)  read  a  paper  commenting  on  most  of 
the  known  operations  for  ptosis,  but  especially  upon  the  method 
employed  by  Eversbusch  and  that  introduced  by  Snellen,  and 
called  by  their  names.  He  had  performed  Eversbusch's  oper- 
ation eleven  times  and  Snellen's  six  times,  but  had  not  always 
been  satisfied  with  the  results.  However,  in  any  case  of  ptosis, 
which  called  for  operation  at  all,  he  advised  the  performance 
of  one  of  these  two  operations,  because  they  were  capable  of 
producing  at  least  as  great  an  effect  as  any  other  operation 
and  because  they  admitted  of  repetition  if  necessary,  with  a 
good  chance  of  further  improvement,  or  they  might  be  followed 
by  another  operation,  such  as  that  devised  by  Panas. 

The  president  mentioned  cases  in  which  he  had  shortened 
the  tendon  of  the  levator  palpebrae. 

Mr.  Tatham  Thompson  (Cardiff)  stated  that  he  had  not 
found  the  method  advocated  by  Prof.  Snellen  effectual.  In 
his  own  cases  he  had  had  recourse  to  subsequent  shortening  of 
the  levator  palpebrae  by  inserting  threads. 

Mr.  Lang  said  that  in  cases  where  he  had  not  tied  the 
threads  over  a  piece  of  drainage  tube  they  had  sunk  into  the 
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skin  and  caused  the  formation  of  small  abscesses.  Four  cases 
had  been  operated  upon,  in  all  of  which  suppuration  occurred. 
Lately  he  had  adopted  Panas'  operation,  employing,  however, 
a  curved  incision  instead  of  a  flap,  with  excellent  results. 

Mr.  Juler  had  employed  the  superficial  subcutaneous  suture 
in  the  method  described  by  Pagenstecher  with  admirable  re- 
sults; particularly  in  his  last  three  cases. 

Mr.  Mackinlay  described  a  method  employed  by  Mr.  Hulke. 
A  Graefe's  knife  was  inserted  at  the  outei  extremity  of  the  lid 
and  passed  along  so  as  to  separate  the  skin  from  the  orbicu- 
laris muscle,  the  knife  was  then  withdrawn  and  the  skin  puck- 
ered and  maintained  in  a  large  wide  fold.  More  recently  he 
had  himself  preferred  making  three  small  folds  instead  of  one 
broad  one,  and  maintaining  them  by  the  insertion  of  stitches 
till  the  end  of  the  second  week.  There  had  been  no  suppura- 
tion. The  results  were  good,  but  when  the  affection  was  un- 
ileteral  he  had  not  seen  complete  symmetry  restored. 

Mr.  McHardy  thought  they  were  in  want  of  a  really  satis- 
factory operation  to  remedy  a  pitiable  deformity  such  as  ptosis. 
From  his  own  experience  he  thought  Pagenstecher's  operation 
was  the  best. 

Mr.  Doyne  mentioned  three  cases  in  which  he  had  employed 
Snellen's  operation,  using  three  sutures.  One  had  suppurated, 
but  in  all  there  was  decided  improvement.  He  thought  that, 
considering  how  many  structures  were  involved,  perfect  results 
could  not  reasonably  be  expected. 

Dr.  Berry  briefly  replied  to  the  remarks  of  other  members. 

On  Individual  Difference   in   the  Degree    of  Latent 
Lateral   Deviations   of  the   Eyes  on  Looking 
Upwards  and  Downwards. 

Dr.  Berry  communicated  the  results  of  experiments  he  had 
made  upon  the  students  and  others  in  reference  to  the  point 
above  mentioned,  and  illustrated  his  remarks  by  diagrams.  The 
cases  were  all  examined  by  Maddox's  glass-rod,  and  of  the 
total  number  (50),  in  nine  the  degree  of  convergence  was  the 
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same  on  upward  as  on  downward  fixation;  in  twenty-eight  the 
degree  of  convergence  was  greater  on  downward  fixation,  and 
in  thirteen  it  was  greater  on  upward  fixation.  The  main  con- 
clusion from  the  investigation  was  that  increase  in  convergence 
downwards  was  only  about  twice  as  frequent  as  increase  in 
convergence  upwards.  Dr.  Berry  referred  to  the  increase  in 
homonymous  separation  of  the  images  in  sixth  nerve  paralysis, 
which  usually,  though  hot  invariably,  occurred  on  looking 
down,  and  suggested  that  in  these  cases  the  increase  might  not 
be  only  the  difference  in  latent  deviations  on  upward  and 
downward  fixation,  but  also  the  difference^in  the  effort  made  to 
unite  the  double  images  in  the  two  positions. 

Mr.  Wray  said  that  in  cases  of  latent  deviation,  for  the  ex- 
amination of  which  he  employed  Stevens'  phorometer,  he  had 
generally  discovered  the  inequality  of  visual  acuity  in  the  two 
eyes.  He  suggested  that  it  would  facilitate  the  comprehension 
of  intricate  subjects  such  as  that  under  consideration  if  the 
members  of  the  Society  .were  supplied  with  an  abstract  of  the 
paper  beforehand. 

Mr.  Priestley  Smith  thought  that  Dr.  Berry's  paper  and  dia- 
grams showed  that  there  was  not  that  close  connection  be- 
tween downward  movement  of  the  eyes  and  convergence  and 
the  converse  as  was  formerly  supposed  to  exist.  He  thought, 
also,  that  the  presence  of  latent  deviation  might  account  for 
the  giddiness  many  people  experienced  in  looking  down  from 
a  height,  and  the  vertigo  and  headache  often  experienced  in 
looking  up,  for  example,  in  picture  galleries,  for  some  time. 

In  reply,  Dr.  Berry  stated  that  the  experiments  were  all  per- 
formed with  the  eyes  directed  to  a  distance  of  five  metres,  so 
as  to  ensure  approximate  parallelism  of  the  optic  axes.  The 
question  to  be  determined  was,  whether  the  phenomena  de- 
scribed depended  upon  physiological  or  anatomical  conditions. 

Case  of  Double  Hemianopsia. 

Messrs.  H.  R.  Swanzy  and  Louis  Werner  communicated 
this  paper.    They  alluded  to  the  experiments  on  the  dog  and 
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monkey  by  Munk  and  Schafer,  which  showed  that  there  was 
a  definite  correlation  between  certain  parts  of  the  occipital 
lobes  and  the  different  segments  of  the  retina.  In  man  also 
the  correlation  was  shown  to  exist  in  a  case  quoted  by  Dr. 
Henry  Hun,  in  the  American  Journal  of  Medical  Sciences  for 
January,  1887,  where,  after  an  apoplectic  seizure,  a  man  lost 
the  left  lower  quadrant  in  each  field,  owing  to  a  lesion  involv- 
ing the  lower  half  of  the  right  cuneus,  discovered  at  the  ne- 
cropsy two  years  later.  This  case  went  to  prove  that  the  fibres 
from  the  right  upper  quadrant  in  each  retina  terminated  in  the 
right  cuneus,  and  that  the  fibres  from  the  lower  quadrant  of 
each  retina  terminated  in  the  right  cuneus,  or  in 
the  right  gyrus  lingualis,  was  rendered  probable  by  a 
study  of  recorded  eases.  A  similar  relationship  would 
of  course  exist  between  the  left  quadrants  of  each  retina 
and  the  left  cuneus  and  gyrus  lingualis.  The  subject  of  the 
present  communication  was  a  man,  set.  42  years,  who  had  an 
apoplectic  seizure  in  February  and  was  unconscious  for  three 
weeks.  On  his  recovery  he  was  unable  to  raise  his  left  arm, 
gave  contradictory  accounts  of  himself,  and  had  lost  the  right 
upper  and  both  lower  quadrants  of  each  field.  The  remain- 
ing quadrant  in  the  left  field  was  accurately  defined,  but  in  the 
right  extended  a  little  into  the  left  lower  and  right  upper  quad- 
rant. The  nature  of  the  lesion  was  most  probably  haemorrhage; 
and  from  the  impossibility  of  indicating  a  position  in  which  one 
lesion  would  be  likely  to  produce  hemianopsia  and  brachial 
monoplegia,  the  authors  concluded  that  there  were  two  distinct 
lesions  in  the  right  hemisphere.  A  lesion  of  the  internal  cap- 
sule involving  arm  and  vision  must  have  included  the  leg  + 
sensation,  which  were  not  affected  in  this  case.  The  paralysis 
of  the  arm  was  most  likely  due  to  a  cortical  lesion,  judging 
from  experience  in  other  instances  of  monoplegia,  and  the  loss 
of  portions  of  the  lower  quadrant  of  the  visual  field  was  almost 
certainly  due  also  to  a  cortical  lesion,  the  only  other  situation 
which  suggested  itself  being  the  optic  radiations,  where  such 
a  restricted  invasion  of  the  fibres  was  scarcely  to  be  expected. 
Furthermore,  in  the  light  of  Hun's  case  this  lesion  was  in  the 
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lower  half  of  the  right  cuneus.  The  lesion  in  the  left  side  of 
the  brain  causing  loss  of  the  right  half  of  each  field  could  not 
be  localized  with  so  great  a  degree  of  probability.  The  absence 
of  concomitant  symptoms  referable  to  that  side  of  the  brain 
suggested  its  site  in  the  optic  tract,  radiations,  or  cortex.  The 
absence  of  the  hemiopic  pupil  negatived  its  being  in  the  tract, 
and  the  optic  radiations  were  unlikely,  for  the  reasons  adduced 
above,  hence  the  lesion  was  also  probably  cortical  and  situ- 
ated in  the  left  cuneus  and  gyrus  lingualis. 

Dr.  Beevor  thought  that  there  must  have  been  a  double  le- 
sion, and  referred  to  a  somewhat  similar  case  recorded  by  Dr. 
Hughes  Bennett,  in  which  after  death  two  lesions  were  dis- 
covered, one  in  the  internal  capsule  and  one  in  the  cuneus. 

A  Case  of  Hemianopsia. 

Mr.  Richard  Williams  (Liverpool)  read  an  account  of  a  miner, 
aet.  42  years,  who  exhibited  neuro-retinitis  and  very  marked 
horizontal  limitation  of  the  fields  of  vision.  He  remarked  that 
cases  of  horizontal  hemianopsia  were  by  no  means  common, 
but  the  loss  of  the  upper  half  of  one  field  and  the  lower  half  of 
the  other  rendered  the  present  case  unique  in  medical  litera- 
ture, though  the  possibility  of  such  a  condition  was  suggested 
by  Wilbrand. 

A  Case  of  Alexia. 

Mr.  Richard  Williams  described  this  case,  occurring  in  a 
man,  aet.  57  years.  He  could  see  words  distinctly,  but  ap- 
peared as  if  beginning  to  learn  to  read,  and  could  make  no 
sense  of  them.  He  wrote  readily  from  dictation,  but  could 
not  afterwards  read  what  he  had  written.  After  he  had  writ- 
ten part  of  a  letter  spontaneously,  he  was  unable  to  read  it, 
though  he  could  recall  the  sense.  Memory  was  somewhat  de- 
fective, and  he  was  more  emotional  than  usual,  but  could  say 
the  names  of  surrounding  objects  without  difficulty.  The 
fields  of  vision  presented  the  usual  character  of  right  homony- 
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nious  hemianopsia,  the  blind  line  reaching  to  within  about  10° 
of  the  point  of  fixation.  Otherwise  the  appearance  of  the  eyes 
was  normal.  Improvement  was  very  slow  and  incomplete. — 
Brit.  Med.  Jour. 


THE    BOWMAN  LECTURE. 

The  Bowman  Lecture  on  "Sir  William  Bowman's  Work  in 
Relation  to  Ophthalmology"  was  delivered  by  Mr.  J.  W. 
Hulke.  After  some  introductory  remarks,  he  said  that  SirW. 
Bowman  had  enjoyed  a  great  advantage  in  having  first  prac- 
tised general  surgery  before  his  attention  became  concen- 
trated on  ophthalmology.  Another  thing  which  gave  him  a 
great  advantage  over  some  of  his  contemporaries  was  the 
training  in  habits  of  close  observation  and  reflection  acquired 
during  years  of  patient  toil  as  a  demonstrator  of  anatomy  and 
in  the  prosecution  of  those  microscopical  researches  which 
soon  placed  him  among  the  foremost  investigators  of  his  time. 
The  discovery  of  the  muscularity  of  the  body  since  known  as 
the  "ciliary  muscle,"  made  almost  concurrently  here  by  Bow- 
man and  in  Germany  by  Brucke,  laid  the  anatomical  basis  of  a 
theory  of  "accommodation,"  which  yet  held  good.  The  "Lec- 
tures on  the  Anatomy  of  the  Parts  Concerned  in  the  Surgical 
Operations  on  the  Eye,"  delivered  by  Sir  William  Bowman 
soon  after  his  first  connection  with  the  Royal  London  Oph- 
thalmic Hospital,  and  published  in  1846  in  the  form  of  a  book, 
admirably  met  the  want  fifty  years  ago  of  a  sound  treatise  on 
the  microscopic  anatomy  of  the  eye.  The  "anterior  elastic 
lamina"  of  the  cornea  and  the  interstices  in  the  corneal  tissue 
there  made  known,  soon  received  the  familiar  names  of  "Bow- 
man's membrane,"  "Bowman's  tubes."  It  was  by  SirW.  Bow- 
man's enterprise  that  medical  students  in  this  metropolis  had 
first  placed  within  their  reach  the  means  of  beginning  the 
prosecution  of  original  microscopical  inquiry.  In  1846  ex- 
tremely few  medical  students  possessed  microscopes.    Sir  W. 
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Bowman  met  this  want,  in  so  far  as  it  concerned  the  students 
of  King's  College,  where  he  taught  physiology  jointly  with  Dr. 
Todd,  by  procuring  from  the  firm  of  Nachet,  of  Paris,  micro- 
scopes which  cost  only  £$.  The  importation  of  these  stimu- 
lated English  makers  to  produce  the  cheap  yet  excellent  in- 
struments now  so  widely  used;  while  Sir  W.  Bowman's  teach- 
ing and  example  created  a  love  of  histological  research,  which 
had  continued  to  extend.  Passing  from  anatomy  to  the  do- 
main of  practice,  Mr.  Hulke  referred  to  improvements  which 
had  originated  out  of  the  practice  of  slitting  up  the  lacrymal 
puncta  and  canaliculi  devised  by  Sir  William  Bowman,  first 
practised  by  him  for  epiphora  due  to  displacement  or  closure 
of  the  puncta,  and  subsequently  extended  by  him  to  the  treat- 
ment of  obstructions  of  the  nasal  duct  and  their  consequence. 
This  method,  its  development  and  its  applications,  were  de- 
scribed in  two  papers,  one  published  in  the  Transactions  of  the 
Royal  Medical  and  Chirurgical  Society  for  the  year  185 1,  and 
the  other  six  years  later  in  the  Ophthalmic  Hospital  Reports, 
vol.  i,  1857.  For  dividing  strictures  of  the  canaliculi  Sir  W. 
Bowman  devised  a  canula  lancet,  which  was  figured  in  the  An- 
nates d'  Ocidistiqne,  vol.  1855-56.  It  was  in  principle  a  minia- 
ture urethrotome  cache.  For  the  operative  treatment  of  ptosis, 
particularly  of  congenital  forms,  he  devised  a  highly  ingenious 
plan  of  looping  up  bundles  of  the  orbicularis  palpebrarum 
muscle,  taken  up  with  an  extremely  fine  silk  thread  close  to 
the  free  border  of  the  lid,  and  of  giving  to  these  bundles  a  ver- 
tical direction  by  connecting  the  closed  end  of  the  muscular 
loop  with  the  brow,  through  the  mediation  of  the  cicatricial 
band  which  should  play  the  role  of  a  minute  "tendon  of  ori- 
gin." He  also  adopted  this  procedure  to  the  correction  of  en- 
tropion of  the  lower  eyelid.  The  subcutaneous  plan  of  operat- 
ing for  squint,  devised  by  the  late  George  Critchett,  and  elab- 
orated in  conjunction  with  him  by  Sir  W.  Bowman,  was  a 
great  improvement  upon  the  earlier  method  of  a  free  section 
of  the  tendon  with  all  the  tissues  overlying  it  In  connection 
wi^h  this  subject  Sir  William  Bowman  devised  a  ready,  and 
for  most  clinical  purposes  sufficiently  accurate,  way  of  apprais- 
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ing  and  recording  the  amount  of  deviation  of  the  squinting 
eye,  by  noting  the  interval  between  the  lower  ends  of  two  ideal 
vertical  lines,  dropped  through  the  centre  of  the  pupil  upon  the 
lower  eyelid,  one  in  the  faulty,  the  other  in  the  medium,  posi- 
tion of  the  eye  with  reference  to  the  lid.  Another  subject,  in 
the  operative  treatment  of  which  Sir  William  Bowman  took 
much  interest,  was  conical  cornea.  A  paper  on  the  subject 
was  published  by  him  in  the  Ophthalmic  Hospital  Reports,  vol. 
ii,  pp.  134-67,  1859.  In  the  surgical  treatment  of  cataract,  dis- 
cission, in  the  early  years  of  Sir  William  Bowman's  active  ser- 
vice at  the  Royal  London  Ophthalmic  Hospital,  was  much 
more  widely  employed  than  now.  Mr.  Hulke  had  notes  of 
three  cases  in  which  Sir  W.  Bowman  practised  it  in  1849,  the 
ages  of  the  patients  being  60,  64  and  65  years.  In  the  softer 
forms  of  cataract  of  early  life  discission  still  held  its  ground,  but 
the  relatively  long  time  occupied  in  solution,  even  in  the  soft 
forms  of  cataract,  must  often  have  led  surgeons  to  wish  for 
some  speedier  way.  Gibson  sought  to  shorten  the  time  occu- 
pied in  solution  by  evacuating  the  lens,  just  broken  up  with  a 
cutting  nedle,  through  a  small  corneal  incision  made  with  the 
same  needle  with  which  he  had  comminuted  the  lens.  For  the 
more  thorough  removal  of  softened  pulpy  lens  tissue  slender 
channelled  evacuators  and  also  suction  instruments  were  in- 
vented. Of  suction  instruments  the  two  best  adapted  forms 
were  tubes  exhausted  by  the  operator's  mouth  and  syringes. 
Of  the  latter  one  of  the  best  was  the  syringe  devised  by  Sir 
William  Bowman  and  bearing  his  name.  This  he  used  not 
merely  for  the  removal  of  the  opaque  lens  tissue  by  suction, 
but  in  a  few  instances  he  endeavored  also  to  remove  the  last 
vestiges  of  lens  by  washing  out  the  chambers  with  distilled 
water  injected  with  the  syringe.  Gibson's  linear  extraction 
was  a  procedure  in  which  Sir  William  Bowman  felt  much  in- 
terest, and  to  the  perfecting  of  which  he  gave  much  thought. 
The  first  demonstration  of  the  true  nature  of  the  appearances 
exhibited  by  the  form  termed  zonular  or  lamellar  cataract  was 
given  by  Sir  W.  Bowman,  when  Professor  of  Physiology  in 
King's  College,  about  the  year  1846.    Depression,  which  had 
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fallen  into  disuse,  was,  in  1854,  revived  by  Sir  W.  Bowman, 
who,  about  that  time  tried  it  in  several  cases  in  the  Royal  Lon- 
don Ophthalmic  Hospital.  Larger  experience  of  the  opera- 
tion, however,  showed  that  not  infrequently  it  was  followed  by 
an  insidious  cyclitis,  promoted,  apparently,  by  the  presence  of 
the  displaced  lens,  and  this  persisted  and  implicated  the  other 
structures  of  the  globe,  in  spite  of  treatment,  and  finally  in- 
volved total  loss  of  sight.  This  seemed  one  of  the  principal  rea- 
sons why  depression  was  soon  again  relinquished.  The  meth- 
odical combination  of  iridectomy  with  extraction,  though  a 
corneal  incision  of  less  extent  than  that  made  in  the  older  flap 
method  of  extraction,  effected  by  the  aid  of  a  traction  instru- 
ment originated  by  A.  von  Graefe,  was  adopted  in  i860  by  Sir 
W.  Bowman  and  his  colleagues  at  the  Royal  London  Ophthal- 
mic Hospital.  Sir  W.  Bowman's  modification  of  the  scoop 
and  others,  were  figured  in  a  paper  published  in  vol.  iv,  1865, 
Ophthalmic  Hospital  Reports,  entitled  "On  Extraction  of  Cat- 
aract by  a  Traction  Instrument,  with  Iridectomy,  with  Remarks 
on  Capsular  Obstructions."  Extraction  up  to  about  the  year 
1850,  in  London,  was  performed  generally  in  the  manner  now 
designated  flap  extraction,  to  distinguish  it  from  a  later  proce- 
dure devised  by  A.  von  Graefe.  It  was  performed  under  diffi- 
culties now  known  to  few,  and  it  certainly  demanded  much 
greater  dexterity,  for  no  speculum  was  used,  but  the  operator 
himself  raised  and  fixed  the  upper  eyelid,  his  assistant  de- 
pressing and  fixing  the  lower  lid;  fixation  forceps  were  not 
known,  the  eyeball  was  steadied  only  by  the  operator's  finger- 
tip applied  at  the  nasal  side  of  the  globe  in  opposition  to  the 
pressure  of  the  knife  as  this  punctured  and  crossed  the  anter- 
ior chamber.  Mr.  Hulke  said  he  had  a  vivid  recollection  of 
many  such  operations  brilliantly  executed  by  Sir.  W.  Bow- 
man. In  London  Sir  W.  Bowman  was,  he  believed,  the  first 
surgeon  who  employed  chloroform  in  extraction.  One  incon- 
venience attending  the  use  of  Beer's  knife — wrongly  so  called 
— in  extraction,  was  the  difficulty  of  making  with  it  an  uni- 
formly curved,  regular  section  of  the  cornea.  With  the  nar- 
rower knife,  devised  by  Sichel,  the  operator   would  regulate 
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the  corneal  incision  with  great  nicety,  and  in  Sir  W.  Bow- 
man's hands  this  knife  quickly  replaced  Beer's  knife  previously 
in  general  use.  Later  still,  Sir  W.  Bowman  used  the  yet  more 
narrow  knife  known  as  Graefe's,  and  adopted  the  form  of  ex- 
traction which  bore  the  name  of  that  illustrious  oculist.  The 
inefficacy  of  pharmacal  therapeutics  to  cure,  or  even  to  con- 
trol, the  conditions  comprised  under  the  general  designation, 
"detached  retina,"  "subretinal  dropsy,"  must  have  often  orig- 
inated the  idea  of  treating  these  accumulations  of  fluid  directly 
by  paracentesis.  Some  cases  were  so  treated  by  Sir  William 
Bowman  at  the  Royal  London  Ophthalmic  Hospital  in  186^, 
but  the  results  did  not  encourage  an  extensive  trial  of  this 
method.  A  paper  on  this  subject  by  Sir  William  Bowman  ap- 
peared in  the  Ophthalmic  Hospital  Reports,  vol.  iv,  p.  133,  1864. 
The  epoch-marking  paper  on  the  "Treatment  of  Glaucoma  by 
Iridectomy,"  communicated  by  Albrecht  von  Graefe  to  the 
International  Congress  on  Ophthalmology  at  Brussels  in  1857, 
excited  Sir  W.  Bowman's  deep  interest,  and  he  at  once  began 
at  the  Royal  London  Ophthalmic  Hospital  an  extensive  trial 
of  the  operation.  His  great  example  and  influence,  together 
with  those  of  colleagues,  soon  won  for  it  here  the  general  as- 
sent it  yet  retained.  His  publications  on  the  subject  were 
papers  on  Iridectomy  in  Glaucoma,  in  Medical  Times  and  Ga- 
zette, i860;  on  Glaucomatous  Affections  and  Their  Treatment 
by  Iridectomy,  British  Medical  Journal,  October  II,  1862;  and 
Glaucoma  and  Iridectomy,  Ophthalmic  Hospital  Reports,  vol. 
iv,  pp.  41-58,  1863.  In  connection  with  the  subject  of  glaucoma 
should  also  be  read  a  series  of  Cases  of  Misplaced,  Malformed 
and  Dislocated  Lenses,  in  some  of  which  Glaucomatous 
Symptoms  Developed,  published  by  Sir  W.  Bowman  in  Oph- 
thalmic Hospital  Reports,  vol.  v;  and  also  his  remarks  in  the 
discussion  on  glaucoma  in  the  Section  of  Ophthalmology  at 
the  annual  meeting  of  the  British  Medical  Association  held  at 
Cambridge  in  1880.  In  connection  with  the  formation  of  an 
artificial  pupil  by  iridodesis,  etc.,  Mr.  Hulke  mentioned  Sir 
W.  Bowman's  invention  of  a  combined  cutting  needle  and 
hook  which  enabled  the  operator  to  effect   with    one  instru- 
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ment  the  corneal  puncture  and  the  seizure  of  the  pupillary 
margin,  instead  of  requiring  for  this  both  a  cutting  needle  and 
also  a  hook,  such  as  Tyrrell's.  Sir  William  Bowman  also  had 
blunt  iris  hooks  of  the  general  form  of  Tyrrell's,  and  con- 
structed of  a  flexible  metal,  so  that  the  shape  of  the  hook 
could  be  bent  to  any  desired  angle — a  matter  of  much  con- 
venience when  operating  at  the  nasal  side  of  the  cornea.  A 
paper  on  Artificial  Pupil  and  the  Needle  Hook  appeared  in 
the  Medical  Times  and  Gazette  in  1852.  The  Ophthalmologi- 
cal  Society  was  under  great  obligations  to  Sir  W.  Bowman  for 
his  fostering  care  in  its  early  years,  and  for  the  valuable  ad- 
dresses with  which  he  opened  its  three  first  annual  sessions. 
The  esteem  in  which  Bowman  and  his  works  were  held  wher- 
ever ophthalmology  had  votaries  was  shown  by  the  acclama- 
tions which  greeted  his  election  to  the  president-ship  of  the 
Section  in  the  International  Congress  held  in  London  in  1881. 
Mr.  Hulke,  in  conclusion,  said  that  in  the  rapid  advance  of 
ocular  surgery  which  the  last  half  century  had  witnessed,  their 
first  president  had  in  this  country  played  a  most  important 
role. — Brit.  Med.  Jour. 
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ERNST  ADOLF  COCCIUS.+ 


Ernst  Adolf  Coccius  was  born  September  19,  1825,  at 
Knauthain  near  Leipzig.  He  began  his  studies  in  the  city  of 
the  Muses,  Leipzig,  in  which  he  spent  the  largest  part  of  his 
life  as  investigator,  teacher  and  physician;  then  he  went  to 
Prag,  where  clinical  teaching  in  ophthalmology  had  been  in- 
augurated by  Johann  Nepomuk  Fischer,  and  been  built  up  by 
Hasner  and  Arlt;  finally  he  went  to  Paris,  where  in  the  middle 
of  the  century  the  studious  disciples  of  /Esculapius  used  to 
travel,  and  where  the  modern  French  school  of  ophthalmol- 
ogy had  been  founded  by  our  countryman,  Sichel. 

After  his  return  from  1849  to  1857,  Coccius  was  assistant 
and  private  docent,  then  until  1867  extraordinary,  and  from 
then  until  his  death  ordinary  professor  and  director  of  the 
ophthalmological  clinic  of  the  university  of  Leipzig. 

Coccius  was  an  original  investigator  and  full  of  new  ideas, 
and  was  one  of  the  founders  of  the  ophthalmoscopic  sera. 
When,  29  years  ago,  I  first  heard  the  lectures  of  my  teacher, 
A.  von  Graefe,  he  had  in  his  hands  the  ophthalmoscope  of 
Coccius;  with  this  instrument  we  made  the  first  investigations 
in  the  direct  method.  In  fact,  when  comparing  the  funda- 
mental work  of  Helmholtz,  of  the  year  185 1,  and  that  of 
Ruete,  of  1852,  with  the  one  of  Coccius  in  1853,  we  cannot 
help  being  astonished  at  the  progress  made  in  the  practical 
use  of  the  instrument  as  a  means  of  diagnosis  of  eye  diseases. 
Its  physiological  part  contains  studies  on  the  pulsation  of  the 
central  retinal  vein,  on  the  degree  of  transparency  of  the  re- 
tina, on  the  physiological  color  of  the  fundus  of  the  eye,  and 
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on  the  physiological  conditions  of  the  macula  lutea.  Here  he 
describes  the  reflex  of  the  fovea  centralis,  which  was  a  discov- 
ery which  proves  the  sharp  eye  of  the  discoverer.  The  patho- 
logical part  contains  not  only  some  examples  of  the  import- 
ance of  the  ophthalmoscope,  as  does  the  one  in  Ruete's  book, 
but  a  complete  description  of  the  opacities  of  the  refracting 
media  and  the  alterations  in  the  retina  and  choroid,  and  for 
the  first  time  a  true  aid  in  the  diagnosis  of  the  internal  eye  dis- 
eases. The  scientific  standpoint  to  explain  the  appearances 
by  means  of  the  anatomy  and  physiology,  is  never  lost  sight 
of. 

So  does  that  other  earlier  work  of  Coccius,  "On  How  the 
Cornea  is  Nourished,"  contain  a  multitude  of  original  obser- 
vations. 

Referring  to  a  pompous  "discovery"  of  the  last  few  years,  I 
simply  draw  the  reader's  attention  to  page  102,  note:  "To 
simply  lay  a  glass  slide  against  the  cornea  with  a  drop  of  wa- 
ter is  sufficient  to  render  the  retina  visible." 

In  his  inaugural  lecture  on  glaucoma,  inflammation  and  the 
autopsy  with  the  ophthalmoscope  (1859)  he  has  also  described 
minutely  the  later  on  "discovered"  filtration  scar  in  glaucoma, 
and  for  the  first  time  given  an  account  of  newly-formed  blood- 
vessels in  the  vitreous  body. 

Coccius  was  the  first  to  dare  to  simplify  the  ophthalmome- 
ter of  Helmholtz,  and  who  worked  with  this  instrument  on  the 
eye,  not  earlier  than  two  years  ago,  yet  he  delighted  us  with 
important  communications  on  this  subject.  He  has  also  helped 
to  improve  the  measuring  of  the  refraction  in  the  upright  im- 
age, and  made  contributions  to  the  knowledge  of  how  to 
measure  the  intraocular  tension,  on  injuries  to  the  eye,  on  var- 
ioloid inflammation  of  the  eyes,  and  on  the  visual  purple. 

To-day,  even,  every  one  may  read  with  pleasure  the  report 
on  the  institution  for  poor  eye-patients  (Leipzig,  1870),  espe- 
cially the  part  on  cataract-extraction,  and  on  examining  the 
fundus  on  polarized  light. 

Coccius  was  t(  tally  imbued  with  that  humane  feeling  which 
makes  the  great  physician.    He  was,  furthermore,  amiable  to 
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the  highest  degree,  and  considering  his  position  and  his  suc- 
cess, extremely  modest. 

Only  two  weeks  ago,  I  received  a  friendly  letter  from  him 
on  some  scientific  matters.  The  news  of  his  death  came  to- 
tally unexpected  and  shocking. 

Ritterich,  Ruete,  Coccius,  the  representatives  of  the  school 
of  Leipzig,  will  continue  to  live  in  the  memory  of  those  after 
us. — J.  Hirschberg,  in  Hirschberg 's  Centralblatt. 


FRANCOIS  O.  NODINE. + 

As  we  go  to  press  we  are  pained  to  hear  of  the  death  of  Dr. 
Nodine,  who  died  at  sea  on  the  steamer  La  Bourgoyne,  from 
Havre,  which  arrived  in  New  York  November  24.  Dr.  No- 
dine  was  unmarried,  35  years  old,  and  was  born  at  Meadville, 
where  his  parents  still  live. 

Dr.  Nodine  graduated  from  the  Medical  Department  of 
Wooster  University  in  1 880.  The  following  year  he  spent  in 
the  hospitals  in  New  York  City.  In  1 88 1  he  returned  to 
Cleveland,  and  for  three  years  was  associated  with  Dr.  D. 
B.  Smith.  For  about  two  years  he  was  Professor  of  Diseases 
of  the  Eye  and  Ear  in  the  Medical  Department  of  Wooster 
University. 

Early  last  winter  he  fell  a  victim  to  "la  grippe,"  and  never 
fully  iecovered  from  that  attack.  Last  August  he  sailed  for 
Europe  and  located  at  Davos  Platz  in  Switzerland,  with  the 
hopes  of  regaining  his  health. 

In  manner,  Dr.  Nodine  was  most  affable,  and  of  fine  person- 
al appearance.  He  was  of  a  genial,  social,  sunny  disposition, 
and  always  mingled  with  the  very  best  society. —  Cleveland 
Med.  Gaz. 
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